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DIABETES AND PREGNANCY * 


REPORT OF FIVE CASES 


By James W. Suerritt, M. D. 
La Jolla 


Discussion by Howard F. West, M.D., Los Angeles; 
Thomas F. Wier, M.D., San Diego; H. A. Stephenson, 
M.D., San Francisco. 


RIEVIOUS to 1922 successful completion of 
pregnancy in diabetic women was essentially 
unknown. Since that date the occurrence is much 
more frequent, but to date the literature contains 
scarcely one hundred cases. There are several 
reasons for the infrequency of pregnancy in dia- 


betes: first, the age incidence, and, secondly, the 
coexistent amenorrhea and sterility. Previous to 
the discovery of insulin complete amenorrhea 
was the rule in thoroughly controlled diabetes of 


reasonable severity. In the well-treated diabetic 
‘voman today, menstruation tends more toward 
the normal ; but there is still evidence of depressed 
ovarian function. One frequently sees return of 
menstruation after instituting proper diet and in- 
sulin therapy, even though catamenia may have 
been absent for several years. 

The occurrence of pregnancy in diabetes is to 
be differentiated from diabetes occurring in preg- 
nancy. The incidence of the latter is about three 
times the former. The prognosis in the latter is 
much better than in the former. 

It is important to firmly establish a positive 
diagnosis of diabetes mellitus in the presence of 
glycosuria before instituting diabetic treatment, or 
including such cases for publication. Confusion 
in diagnosis is more easy on account of the lower- 
ing of the renal threshold for various sugars dur- 
ing pregnancy. Galactose is excreted much more 
readily. It is estimated that glycosuria is produced 
in about 50 per cent of diabetic women, following 
the administration of glucose. Atypical reducing 
substances are very prone to occur in the urine 
during pregnancy; so positive diagnosis of dia- 
betes can be made only by means of blood sugars. 
In reviewing the literature of diabetes and preg- 
nancy, one undoubtedly finds a number of cases 


* From the Scripps Metabolic Clinic, La Jolla. 


which are questionably diabetic. Several instances 
of multiple pregnancies going to normal term, 
sometimes as many as three, are reported, which 
makes one very skeptical of the existence of true 
diabetes mellitus. Renal glycosuria, so frequently 
seen in pregnancy, does not carry with it a po- 
tential diabetic tendency, according to Bowcock 
and Greene.’ They followed a case of renal glyco- 
suria of four years’ duration through two success- 
ful pregnancies without being able to find any 
indication of diabetes. 

In the five cases reported here there was little 
question concerning diabetes. At one time or an- 
other each of them had experienced severe acido- 
sis or impending coma, and all were insulin cases. 
Case No. 189 is of special interest, because of her 
youthful age at the onset of diabetes ; diabetes was 
of six years’ duration, and she became married 
three years after the onset of the disease. 


LITERATURE AND SUMMARIES OF REPORTED 
CASES 


Lowen * in 1932 made a very complete review 
of the literature. He collected a total of sixty-six 
cases in whom there were seventy-three pregnan- 
cies; forty-nine were insulin cases. The maternal 
mortality was 6 per cent, and fetal mortality 37 
per cent. He also reported five cases of his own 
in which there were six pregnancies, three living 
children, and no maternal mortality. Joslin’s ® 
series contains fifty-eight cases, with eighty-nine 
pregnancies. There were fourteen stillbirths, or 
25 per cent, occurring among fifty-six pregnan- 
cies coming to term; thirteen miscarriages, or 14 
per cent, and forty-two living children, or 47 per 
cent. There were two maternal deaths from coma 
previous to 1922, and none since. Williams,‘ in 
his sixty-six patients, reported that 27 per cent 
died during delivery or shortly after term; how- 
ever, many of his cases occurred before insulin 
was discovered. The scarcity of literature and 
case reports previous to the discovery of insulin 
is extraordinary. Beattie ® reported two definite 
cases in this journal in 1917. Meakins® stated 
that in the records of the Montreal General Hos- 
pital up to 1923 there was not a single record of 
a diabetic woman going through a normal full- 
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term pregnancy. 


cases, 


Since 1923 he reported twelve 
Peco’ cited eight cases. Wilder reported 
two successful pregnancies in moderately severe 
diabetics. Peters * in 1925 reported successful de- 
livery in an insulin-treated case which was com- 
plicated by funnel pelvis. Fitz ® also, in 1925, was 
among the first to report pregnancy after the dis- 
covery of insulin. Quinn and Hicks’s’ experience 
of eclampsia complicating an insulin-treated dia- 
hetic was unusual: the pregnancy ran a normal 
course until the latter part of the eighth month, 
when frequent convulsions occurred; and there 
were no postpartum seizures. Henry J. John” 
has treated seven diabetic patients with thirteen 
pregnancies. ‘There are seven living children, and 
six stillborn and premature deaths; no maternal 
deaths. In addition, he has encountered diabetes 
during the course of pregnancy in three instances, 
with two living babies and one premature birth; 
no maternal deaths. 


THE COURSE OF DIABETES AND PREGNANCY 
WITIEL REPORT OF FIVE CASES 


In this series of five diabetic mothers and eight 
pregnancies there were no fetal or maternal deaths 
as the result of diabetes or pregnancy (Table 2). 
One mother, however, died of septicemia follow- 
ing an attempted self-induced abortion at the 
fourth month. In the five cases there was a total 
of eight pregnancies. Five pregnancies occurred 
one to five years after continuous use of insulin. 
Glycosuria was discovered during the course of 
pregnancy in three instances; two cases at the 
fourth month and one at the seventh month. In 
one of these the frank onset of diabetic symptoms 
occurred before term, and in two instances shortly 
after term. Only one pregnancy was therapeuti- 
cally aborted. There were no mortalities among 
the five infants; all are living and well at the 
present writing, and none have shown diabetic 
symptoms or glycosuria. 


It is a generally accepted fact that pregnancy 


in diabetic women does not usually run the full 
length course as in normal women. We have accu- 
rate data concerning the last menses in all of our 
pregnancies (Table 3). One of the cases came to 
term exactly on the anticipated date ; another came 
to term one week after the anticipated date; the 
third patient came to term twenty-six days before 
the anticipated time; and the fourth came to term 
five weeks ahead of time. Following are the re- 
ports of five cases. 


ALTERATIONS IN 
THE 


THE FETAL PANCREAS AND 
TRANSPLACENTARY INTERCHANGE 
OF VARIOUS SUBSTANCES 


Ibrahim '? obtained no definite evidence of the 
presence of an active proteolytic enzyme in the 
pancreas of the human fetus till after the fourth 
month of intra-uterine life. Banting and Best ** 
assumed that the glycolytic enzyme would develop 
about the same time. They were able to prepare 
a very active antidiabetic extract from the pan- 
creas of fetal calves of less than five months’ de- 
velopment, experiments which were concerned in 
their early development of insulin. 


Vol. XL, No. § 


Gray and Feemster '* reported hypertrophy and 
hyperplasia of insular tissue in an infant four days 
old, of a diabetic mother. They found about three 
times as many islets as noted in normal infants. 
Nothmann and Hermstein'® recently described 
persistent spontaneous hypoglycemia in an infant 
born of a diabetic mother, which necessitated 
three-hourly injections of glucose in order to 
maintain normal blood sugar. Death resulted from 
bronchopneumonia on the third day. The pan- 
creas weighed 5 grams, about three times the 
normal, and there was distinct hyperplasia of the 
islets. These observers elaborated upon the theory 
that the increased sugar in the circulation of the 
mother on passing through the placenta into the 
fetal blood stream produced hyperglycemia and 
caused an increase in insular tissue in response to 
the increased demand upon the fetal islet tissue. 
Dubreuil and Anderodias '® also reported hyper- 
trophied insular tissue in a similar case. 

sritton ‘7 made comparison of fetal and mater- 
nal blood under various conditions. Large amounts 
of insulin administered to the mother sufficient 
to produce hypoglycemia affect the fetus but 
slightly, especially in late stages of gestation, indi- 
cating that, as gestation advances, the fetus makes 
important adjustments in response to various 
emergency conditions that may be imposed upon 
the mother. Wollensen '* also found that insulin 
given the mother reached the fetus. Brand- 
strup’s '® experiments showed that the placenta of 
the rabbit in the last quarter of gestation is per- 
meable to the Cl ion, urea, glucose, pentoses, gly- 
cin and alanin, but impermeable to lactose and 
sacchrose. The human placenta is permeable to 
urea at the time of parturition. Transplacentary 
exchanges occur only with substances of molecu- 
lar weights lower than the disaccharides. 

THE CONTROL OF DIABETES BY 
FETAL PANCREAS 


THE 


In 1911, Carlson and Drennan * carried out a 
series of pancreatectomy experiments in pregnant 
bitches for the purposes of determining whether 
or not the fetal islet tissue was adequate to con- 
trol or prevent diabetes in the mother. They con- 
cluded that the pancreas of a normally developed 
fetus nearing term was so far developed that dia- 
betes was prevented in the mother. That there 
may be transmission of insulin from the fetus 
to the mother, through the placenta, is shown in 
the report of experiments on goats by Pack and 
Barber.*! Insulin injected into the fetus lowered 
the maternal blood sugar. 

‘rom our general knowledge of the mechanism 
of diabetes, the hypothesis that the diabetic state 
of the mother is rendered milder by the internal 
secretory activity of the fetal pancreas hardly 
seems tenable. Before the advent of insulin, 
practical experience did not lend evidence in such 
favor. Joslin ** offered the explanation that the 
increased activity of diabetes was attributable to 
the higher diets taken. If the transplacental fetal 
insulin aids diabetes in the mother, it could be 
expected that her disease would be much less 
severe in the latter half of pregnancy than in the 
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Tasie 1.—Summary of Clinical Data in Five Cases Reported. 
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Tasie 2.—Course in Five Cases Reported. 


——— 





Case 
Number 


3032 


First Pregnancy 


January, 1927, at seventh month 
of pregnancy sugar found in 
the urine. No diabetic symp- 
toms. Normal delivery at 
term March, 1927. 


1929 


Normal June, 


delivery in January, 
1926. No evidence of diabetes 
and no glycosuria during 


pregnancy. 


ered 





January, 1924, onset of diabetes. 
October, 1924, diagnosis and in- 
sulin started. 
January, 1930, 
nosed. 
August 4, 1930, normal delivery. 


pregnancy diag- 


June, 1924, four months preg- 
nant, glycosuria noted 

September 19, 1924, seven months 
pregnant. Symptomless gly- 
cosuria. 

November 
livery. 

April, 1926, frank diabetic symp- 
toms, insulin started. 

December, 1930, died in diabetic 
coma, 


99 


1924, 


normal de- 


April, 1930, onset of diabetes. 
May, 1930, insulin started. 
April, 1931, became pregnant. 
January, 1932, delivery by ce- 
sarean section. Normal baby. 








first, because of the more mature development of 
the fetal islets during the latter period; but pre- 
insulin experience demonstrated increasing aggra- 
vation of diabetes as pregnancy advanced. Fur- 
thermore, as pregnancy advanced we would expect 
a definite improvement in diabetes and lessening 
insulin requirement, but such is not the case. In 
Case No. 3032 the insulin requirement increased 
from 30 units during the fourth month to 118 
units in the ninth. Allen’s ** experiments were 
in direct variance with Carlson’s. He found dis- 
tinct lowering of carbohydrate tolerance during 
pregnancy in partially depancreatized dogs. He 
regarded the influence of pregnancy as a toxic 
manifestation, infection for instance. He inter- 
preted the alleviation of diabetes in Carlson’s ex- 
periments to cachexia. Markowitz and Soskin ** 
also found no evidence that the fetal pancreas 
can secrete into the maternal organism a sufficient 
amount of insulin to offset the diabetic condition 
caused by pancreatectomy. Collens and Shack *° 
studied the sugar tolerance in two pregnancies 
over long periods and found a very appreciable 


diabetic 


Second Pregnancy 

July, 1928, onset of frank symp- 
toms of diabetes; insulin started 
in September, 1928, 

three 

Therapeutic 

ber 22, 1929. 


1928, 
Symptomless glycosuria discov- 
routinely October, 
March 13, 1928, sudden onset of 
symptoms, 

1928, normal delivery. 
1928, insulin started. 





TasLe 3.—Menstruation Data in Five Cases Reported. 





Last Menstrual 





Anticipated Date 


Third Pregnancy 

April 7, 
pregnant. 
October 7, 


1932, ten weeks 
Normal delivery 
November, 1932. 
months’ pregnancy. 
abortion Novem- 


became pregnant. August 24, 1932, two months 
pregnant. October, 1932, at- 
tempted self-induced abor- 
tion followed by sepsis. 
3 January 4, 1933, died of 


13 
14, septicemia and pneumonia. 


1928. 


April 
May 





loss of tolerance as pregnancy advanced. They 
observed a remarkable transitory period of im- 
provement in tolerance for the first two to five 
days postpartum. 


INFLUENCE OF PREGNANCY ON DIABETES 


Pregnancy aggravates diabetes. Bowen's * re- 
cent review of reported cases showed that an 
increased insulin requirement was the general rule. 
In his five reported cases an actual increase was 
noted ; but following parturition much less insulin 
was required. In Peckham’s ** series, in six pa- 
tients who received insulin the requirement varied 
but little throughout pregnancy, but there was 
tendency to smaller insulin requirement. Improve- 
ment in carbohydrate tolerance as pregnancy ad- 
vanced, with postpartum hypoglycemia, was noted 
in two cases each by Hansen ** and Wilder et al.” 

Immediately after delivery there is usually a 
very definite increase in carbohydrate tolerance, 
sometimes to such an extent that insulin can be 
temporarily lowered. There are several cases re- 
ported in which insulin was dispensed with en- 





Date of Variation 





Number Period of Delivery Delivery in Days 
189 November 23, 1929 August 30, 1930 August 4, 1930 —26 
4378 April 17, 1931 January 11, 1932 January 14, 1932 -3 
343 February 22, 1925 November 22, 1925 November 22, 1925 0 
3486 June 12, 1928 April 19, 1929 April 13, 1929 - 6 
3032 February 7, 1932 November 14, 1932 October 7, 1932 -37 
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tirely for a short time. The reduced insulin 
requirement postpartum is another good example 
of temporary improvement in tolerance due to 
relief of pancreatic overstrain. Macleod ** has 
emphasized the possibility of hypoglycemia follow- 
ing delivery as due to the passage of sugar from 
the blood to the breasts at lactation. 


LACTATION 


Lactation seems to depend upon several factors, 
among which the most important are severity 
and duration of diabetes, nutritional state of the 
mother, and especially the problems whether or 
not diabetes was present before pregnancy was 
initiated, or whether it developed during preg- 
nancy. In reviewing the published cases, one is 
struck by the fact that lactation is much more 
likely to be normal when diabetes occurs during 
the course of pregnancy. This was the situation 
in two of the pregnancies reported in this series, 
Case No. 3486 and Case No. 343. In Case No. 
3486, lactation was inadequate after two or three 
weeks and supplementary feeding had to be re- 
sorted to. Therein entered the factor of the poor 
nutritional state of the mother and her inade- 
quately controlled diabetes. Adequacy of nutri- 
tion on the part of the maternal host is a great 
factor in determining lactation. One of the most 
outstanding findings in reported cases and in this 
series is the failure of lactation in the diabetics 
who become pregnant. Of the three in this series 
none lactated, and in all it may be said that they 
were in very good nutritional state and were re- 
ceiving very liberal caloric diets throughout preg- 
nancy, except possibly Case No. 189, in whom 
iron-deficiency anemia was noted at the seventh 
month. For the same reason that pregnancy is 
rare in diabetes on account of hypofunction of 
the genital glandular structure, so is mammary 
function deficient. Soskin and Markowitz ** ob- 
served failure of lactation in their pregnant dia- 
betic dogs. 


COMPLICATIONS OF DIABETES AND 
PREGNANCY 

Coma outranks all other complications in dia- 
betes and pregnancy. The cause of it is usually 
attributable to carelessness on the part of the pa- 
tient. Acidosis predisposes to miscarriages and 
fetal deaths which is reasonable, since the low 
CO, combining power of the mother might be 
expected to affect the normal interchange and 
metabolism in the placenta. The death of the fetus 
also predisposes to acidosis of the mother. Inter- 
current infections are rare. Hydramnios is very 
common. 

One very striking thing is the size of the fetus. 
Large babies is the rule. This may be attributable 
to hypofunction of other glands of internal secre- 
tion, the hypophysis and thyroid, since we know 
there is hypofunction of other glandular struc- 
tures in diabetes. Eclampsia was noted by Quin 


and Hicks.1° Anemia was noted in our Case 
No. 189. 
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TREATMENT OF DIABETES 


There is very little difference between the man- 
agement of diabetes and pregnancy and uncompli- 
cated diabetes. One should be cautioned against 
small insulin doses on the basis that the fetus will 
help provide the mother in her deficiency. Insulin 
dosage must simply be changed according to the 
ease with which glycosuria occurs. There is much 
more danger in inadequate doses than large ones, 
if one expects a good percentage of living babies. 
The diet must be liberal to provide for the de- 
mands of the fetus. It is a safe rule to give as 
much carbohydrate as the patient can tolerate, 
with reasonable limits of sugar freedom; usually 
125 to 150 grams is adequate. Special attention 
should be paid to the mineral requirements. 
Edema is common. Diabetic patients are rather 
prone to season their food excessively with salt 
to help make up for the rather low calories, a 
factor to keep in mind in pregnancy cases. One 
of our cases had marked edema which, in a meas- 
ure, was attributed to her habitual low protein 
intake. All diabetic patients should know how to 
test the urine. 


HEREDITY AND DIABETES 


Of course there is always anxiety for the in- 
fant, and justly so. Fortunately the incidence is 
low. Diabetes occurred simultaneously in the child 
of a diabetic mother at term in Ambard’s *° case. 
In Merklen’s * case when delivery was induced 
at the eighth month on account of severe diabetes, 
1.2 per cent sugar was found in the infant’s urine. 
The baby died twenty-two hours after birth. The 
blood sugar of the mother at the time of delivery 
was .418 per cent. There are very few references 
in the literature concerning the urine of babies at 
birth born to diabetic mothers. This is a problem 
which will bear investigation. All urine specimens 
of the babies in this report are clear. The writer 
has seen, however, fatal diabetes in an infant five 
weeks old, with an outstanding family history of 
diabetes. 

In Priscilla White’s ** large series of fifty-eight 
diabetic pregnancies, only one child became dia- 
betic. In Wilder’s ** experience he has also seen 
a child of a diabetic mother become diabetic. 

It must be kept in mind that diabetes is trans- 
mitted as readily through the father as the mother. 
The writer has at present under his care a diabetic 
child of six whose father had severe diabetes as 
early as 1921, and took insulin for five years be- 
fore the child was conceived. Children of diabetic 
mothers develop as normally as other children. 


SUMMARY 


1. Eight pregnancies in five cases are reported. 
There were two abortions. No maternal or fetal 
deaths. 

2. Diabetes aggravates pregnancy. There is no 
evidence of alleviation of diabetes in the mother 
on the part of the internal secretion of the fetal 
islet tissue. 

3. Lactation is absent or scanty in the diabetic 
mother. Babies tend to be above normal weight. 
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4. None of the babies of diabetic mothers have 
developed diabetes. The author cites diabetes in 
a child of six whose father received insulin for 
five years before the child’s conception. 

5. The treatment of diabetes in pregnancy is 
not unlike uncomplicated diabetes. 

476 Prospect Avenue. 
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DISCUSSION 


Howarp F. West, M.D. (1930 Wilshire Boulevard, 
Los Angeles).—The management of the diabetic pa- 
tient through the course of pregnancy is a problem of 
increasing importance to both the internist and the 
obstetrician. During the nine months that have 
elapsed since the presentation of Doctor Sherrill’s 
paper and the writing of this discussion, sufficient 
new reports have appeared to almost double the in- 
cidence reported by him. In the year 1933 I observed 
six women, all of whom had previously well estab- 
lished diabetes, who came to term and were delivered, 
and a seventh patient whose delivery is expected in 
March or April of this year, comprising an unusual 
number for the period of time. One of these patients 
is of particular interest, in that the onset of her 
diabetes was at the age of ten years and she has now 
been delivered of two normal children. As the new 
generation of diabetic young women, insulin-treated 
from youth, are but now beginning to enter the child- 
bearing period, and since the older patients are also 
being kept in better states of nutritional equilibrium 
than in pre-insulin days, we may well expect an in- 
creasing number of pregnancies. 

The effect of pregnancy on the preéxisting dia- 
betes has been the subject of interesting discussion. 
Following the Carlson experiments and a few clinical 
reports on small series of patients, the impression that 
fetal insulin will cause an apparent improvement in the 
maternal diabetes seems to have become prevalent. 
As Doctor Sherrill points out, this apparent improve- 
ment does not manifest itself in the majority of pa- 
tients, but, on the contrary, pregnancy should be 
looked upon as a complication tending to increase the 
severity of the mother’s diabetes. It is quite true that 
in some instances the maternal requirement for insulin 
to control glycosuria, the food intake being constant, 
diminishes progressively during the latter months of 
gestation. A logical explanation for this, it would 
seem, is that the growing fetus with its normally 
functioning insulogenic apparatus is constantly with- 
drawing sugar from the maternal blood stream, sugar 
that would otherwise tend to appear in the urine un- 
used. It has been estimated that a fetus weighing 
three kilograms will utilize from forty-five grams to 
fifty grams of sugar each twenty-four hours. This 
sugar is withdrawn from the maternal circulation, but 
is apparently utilized quite independently by the fetus. 

It is hardly surprising that of the infants who do 
reach term and delivery so few, if any, have shown 
frank diabetes. Of the number of intra-uterine deaths 
which may have been caused by fetal diabetes we 
have, of course, no record. It could hardly be expected 
that a diabetic fetus could remain alive and develop. 

Maternal mortality is being so rapidly reduced that, 
granting adequate control, we feel that the hazard to 
the mother is no longer really serious. On the other 
hand there has been, so far, but little reduction in the 
general fetal mortality if one includes all miscarriages. 
Doctor Sherrill is to be especially congratulated on 
his series in this respect. Early miscarriages and still- 
births are often reported. Inadequate control of the 
maternal diabetes and, especially, attacks of acidosis 
are too often responsible. Many of these accidents 
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should be prevented by better and more consistent 
management. The mother may survive—and now 
usually does with prompt and vigorous treatment— 
but the fetus often succumbs. Again, an unknown 
number of fetal deaths may be due to inherited dia- 
betes. Mechanical deaths at delivery, because of ex- 
cessive size of the fetus, also add to the mortality. 
Many of these deaths could be prevented by cesarean 
section. It is probable that overdevelopment of the 
fetus is encouraged if the maternal blood sugar is 
allowed to persist at high levels. Another cause for 
fetal distress, and possible death, is prolonged hypo- 
glycemia due to overdosage with insulin. If the rate of 
fetal mortality in general is to be reduced to the ideal 
plane set by Doctor Sherrill, more emphasis must be 
placed upon the continuous control of the mother. 
Her diet must be adequate for satisfactory nutrition, 
and during the whole period of gestation she must be 
guarded against extreme changes in the blood-sugar 
level. This care, obviously, should be the responsi- 
bility of the internist. Surgical delivery in primaparae 
is probably the method of choice. Multiparae stand 
labor well unless the child is grossly oversize. 


m7} 

Tuomas F. Wier, M.D. (911 Medico-Dental Build- 
ing, San Diego).—Before the discovery of insulin, few 
diabetic women became pregnant and none went to 
term. Now such a woman can be assured of a living 
infant with little added risk. 

Her pregnancy and labor, however, must be guarded 
against extra burden to her kidneys. We cannot de- 
pend on more tolerance to sugar from insulin increase 
from the infant. Increased consumption of carbohy- 
drates during the last three months of pregnancy must 
be accompanied with an increased amount of insulin. 

Two infants in my service were larger than average. 
Labors of the mothers were normal, and at or near 
term. Deep episiotomies healed readily. There were 
no unusual puerperal complications. Lactations were 
not dependable. Menstrual cycles were established 
within normal time. 

Thanks to Doctor Sherrill for adding this paper to 
our literature. He gives the obstetrician further assur- 
ance of a successful termination of pregnancy, at or 
near term, in diabetic women. 


i 
e 


H. A. Srepuenson, M.D. (490 Post Street, San 
Francisco).—This paper summarizes the comparative 
results obtained in pregnancy occurring in diabetes 
before and since the institution of treatment of the 
diabetes by insulin, which has practically made preg- 
nancy in diabetes safe. Before its use a large per- 
centage of cases terminated fatally for both mother 
and child, so that there was a tendency on the part of 
the obstetrician to advise very strongly in favor of the 
interruption of pregnancy of such patients. This treat- 
ment, however, did not always prevent a subsequent 
fatal outcome for the mother. 

_Fortunately the incidence of pregnancy occurring in 
diabetic patients is very low. The reasons for this 
have been pointed out by Doctor Sherrill. He has 
also shown most interesting results from experimental 
work done on the fetus. The protection of the mother 
by the fetal pancreas is well established. This change 
in the fetal pancreas necessitates careful study of 
blood-sugar in the newborn child, since a fatal result 
frequently occurs due to hypoglycemia. The puerperal 
mother may show marked changes following delivery. 
Personally, I have been opposed to the mother nursing 


_ baby, as I believe that this increases the strain for 
1er, 


In conclusion, I would wish to stress the necessity 
of careful and close supervision of these patients dur- 
ing pregnancy and the puerperium, and strongly urge 
the obstetrician to codperate with the physician who 
has given special study to the treatment of diabetes. 
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CERVICAL CANCER* 


THE RELATION OF ITS CURABILITY AND THE 
DURATION OF SYMPTOMS 
By Dantet G. Morton, M.D. 
San Francisco 
Discussion by L. A. Emge, M. D., San Francisco; 


Donald A. Dallas, M.D., San Francisco; Lyell C. Kinney, 
M.D., San Diego. 


N this necessarily brief paper I wish to make 

just two points: first, that cancer is curable, a 
fact insufficiently appreciated by both profession 
and laity; and, second, that the possibilities of 
our present methods of treatment are not being 
realized to the fullest. The responsibility for this 
state of affairs lies chiefly with the medical pro- 
fession, and it is up to us to rectify it. The facts 
which are to be presented will merely serve to 
elaborate these two points. 

The last twenty years have seen the percentage 
of cures of cervical cancer rise from 15 to 18 per 
cent to 20 to 25 per cent, an advance of 10 per 
cent at most. We can hardly be proud of such a 
small increase. During this period much time and 
money have been expended in perfecting the tech- 
nique of treatment, and in gathering reliable data 
on the results of treatment. This period has seen 
the descendency of surgery, the ascendency of 
radiation as the favorite method of treatment. 
The principal gain has been in improvement in 
the treatment of early cases, and in the acquisi- 
tion of knowledge concerning the natural history 
of the disease. We have learned the unfortunate 
fact that at least 70 to 75 per cent of women with 
cancer of the cervix presenting themselves for 
treatment have growths which pflist be classed as 
inoperable (Stages 3 and 4). [Further improve- 
ment in technique may conceivably add a few per 
cent to the number cured, but not much more than 
this can be hoped for without assistance of some 
other kind. The assistance needed lies in the direc- 
tion of earlier diagnosis. It is doubtful that dis- 
covery of a cancer cure would entirely solve our 
problem since the great majority of patients seek- 
ing treatment for cancer have advanced growths 
when first seen. No more could we expect to cure 
advanced cancer than to cure the terminal stages 
of any disease.] ‘The tools with which we work 
even today are by no means impotent if the dis- 
“ase be recognized early enough.” 


IMPORTANCE OF WARNING SYMPTOMS 


I wish to consider at this time only one of the 
many factors which go toward making an early 
diagnosis, and that is the prompt recognition of 
warning symptoms. The importance of this factor 
is recognized in a vague sort of way; it should, 
however, become more real to us, for it is in- 
tensely practical and an approachable problem. 
There is a very definite relation between the cura- 
bility of the disease and the promptness with 
which its symptoms are recognized. 

_ From the department of obstetrics and gynecology, 
University of California Medical School. 

* Read before the Section on Obstetrics and Gynecology 
of the California Medical Association at the sixty-second 
annual session, Del Monte, April 24-27, 1933. 








328 CALIFORNIA AND WESTERN MEDICINE 


It has been said by some that when cervical 
cancer gives rise to symptoms it is already ad- 
vanced and that, therefore, there is little to be 
gained by educating women regarding these symp- 
toms. Although true in a sense, this belief repre- 
sents a dangerous attitude in that it belittles the 
importance of symptoms and leads to a hopeless 
outlook which may not be justified. While it is 
true that different cancers vary in the length of 
time required to produce symptoms depending 
upon their individual growth characteristics (some 
may do it early, others late), nevertheless when 
symptoms first appear the growth is usually rela- 
tively early. This assertion will be borne out by 
the figures which are to follow. I have collected 
them to show of what great importance is the 
lowly symptom, and to illustrate my point: that 
the possibilities of treatment are not being real- 
ized to the fullest. 


UNIVERSITY OF CALIFORNIA 
STATISTICS 


HOSPITAL 


I have analyzed the series of cases of cervical 
cancer at the University of California Hospital 
from the point of view of duration of symptoms. 
After excluding a number because of previous 
treatment, 167 were left for consideration. These 
were divided as follows: 





TABLE 1.—Proportion of Operable and Inoperable Cases 
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It should be noted especially that 116, or ap- 
proximately 70 per cent, were classed as inoper- 
able when first seen; 30 per cent were considered 
operable, that is, relatively early. 

Average Duration of Symptoms.—The average 
duration of symptoms for the operable group was 
5.52 months, for the inoperable group 9.8 months, 
figures which show how negligent is woman in 
recognizing the warning signals of the most dread 
disease we know. This failure on her part is not 
her fault; she simply does not know. This state 
of affairs represents little or no improvement over 
conditions present many years ago. In 1923, 


Proportion of women having symptoms for | month or less - 
2 months or less etc. up to | year 
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Proportion of the four stages of advancement which had 
symptoms for 0-3 months -- 3-6 months etc. 


PER CENT 
100 





[Stace 1 








Fig. 2 


Martzloff reviewed the cases at the Johns Hop- 
kins Hospital, which had occurred there from ap- 
proximately 1900 to that time. He found that the 
average duration of symptoms, without regard to 
operability, was seven months. It would appear 
that women recognize warning symptoms no better 
now than then. 

The cases were then grouped as in Figure 1; the 
small proportion of cases in which symptoms had 
been present for two to three months, or less, is 
worthy of note. Furthermore, it is seen that al- 
most 20 per cent of the women had had symptoms 
for over a year before seeking treatment. 

Figure 2 was compiled to show the proportion 
of Stages 1, 2, 3, and 4 cases which had had symp- 
toms from 0-3 months, 3-6 months, 6-12 months, 
etc. It merely establishes the general law that “the 
shorter the duration of symptoms, the earlier is 
the growth likely to be,” and, conversely, that “the 
earlier the growth, the less likely are the symp- 
toms to have been of long duration.” Thus, by far 
the greatest proportion of the very early (Stage 1) 
cases had had symptoms for three months or less. 
The parallelisni between the curves for the more 
advanced cases illustrates well the difficulty in 
classifying clinically the advanced growths. 


GOOD RESULTS IN THOSE WHO CAME EARLY 


For purposes of exposition, I have considered 
two months as a reasonable length of time for 
women to have symptoms before beeeuring alarmed 
enough to consult their physicians. What are the 
facts about this group? There were thirty-six such 
patients, which constitute 21.5 per cent of the 
entire series. Table 2 shows the division of the 
thirty-six into the various stages of advancement. 

The majority of these cases were early (60 per 
cent), as one would expect. The fact that there 
were a greater proportion of Stage 3’s in this 
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group than of Stage 2’s probably represents clini- 
cal error in diagnosis of degree of advancement, 
error which is unavoidable in any clinical group- 
ing. Let us see, then, what actually happened to 
these thirty-six women. 

Sixteen of the thirty-six, or 44.4 per cent, sur- 
vived beyond five years, regardless of the stage of 
the disease. In other words, if all women who 
presented themselves with cervical cancer had had 
symptoms for two months, or less, the absolute 
cure rate (7. e., per cent of all cases seen) would 
be 44.4 per cent or thereabouts, instead of the 
20 per cent which it now is. I desire to empha- 
size that this high percentage of cure has little 
or nothing to do with the kind of treatment or 
the efficacy of any particular method; it is related 
solely to the fact that these women sought treat- 
ment not more than two months after the onset 
of symptoms. Practically all good clinics obtain 
from 20 to 25 per cent of cures of all cases of 
cervical cancer applying for treatment; a similar 
analysis of their cases would unquestionably re- 
veal a correspondingly high percentage (7. e., 44.4 
per cent) of cure of those whose duration of 
symptoms was less than two months. The ex- 
planation lies in the fact that a large proportion 
of such a group have early growths. In this con- 
nection, however, it is interesting to note that 
fifteen of the group having had symptoms for two 
months or less were considered inoperable, yet 
three (7. ¢., one-fifth) were cured, which is a 
larger proportion of cures than one expects to get 
in inoperable cases. 


Kigure 3 simply amplifies the idea, shows the 
number of five-year survivors whose duration of 
symptoms before treatment was one month or 
less, two months or less, etc. Noteworthy is it 
that after women have had symptoms for six 
months or more, the possibility of cure has about 
reached the baseline which was obtained for the 
entire series—that is, a little better than 20 per 
cent. Before that time, the results were steadily 
better, the shorter the duration of symptoms. 


INCREASE IN THE POSSIBILITIES OF CURE 


The tremendous increase in the possibilities of 

/ cure which could be realized if women were edu- 
cated to consult their doctors at the onset of symp- 
toms has been illustrated by actual results. Such 
facts cannot be brought before the profession 


TABLE 3.—Results 
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Proportion of patients cured for more than 5 years whose 
duration of symptoms was | month or less-2 months or lessetc. 




















MONTHS | 


The end figures represent the true state of affairs 
for the entire series --- Absolute cures 22.1% 


Fig. 3 


too often: they are at once a challenge and 
hope. Marvelous benefits have accrued to civili- 
zation through educational programs regarding the 
proper methods of preventing smallpox, malaria, 
yellow fever, diphtheria, and tuberculosis; why 
not cancer? Certain it is that women lack appreci- 
ation of the significance of intermenstrual bleed- 
ing or foul discharge. “Bleeding”? to a woman is 
simply menstruation, and excessive or continu- 
ous “menstruation” she usually attributes to some 
complication of pregnancy, or to the “change.” 
There are those, of course, who put off seeing 
their doctors because they suspect that they have 
cancer, and are afraid to have their worst fears 
confirmed. This attitude is a product of misinfor- 
mation; few would feel that way if they realized 
how favorable is the prognosis when the disease 
is discovered in its very early stages. I realize that 
it is an easy matter to say “Educate women,” and 
quite another to accomplish it. I hold that much 
of the time, energy, and money now expended in 
perfecting the technique of treatment should be 
diverted to the root of the trouble—the lack of 
common information regarding warning symptoms 
of cancer. But the man in practice may ask, 
“What can I do about it? I have no opportunity 
to help educate people, nor to institute educational 
programs.” There is much that he can do. 


THE PHYSICIAN’S PLACE IN THE FIGHT 
AGAINST CANCER 


The physician has many opportunities to ad- 
vance the fight against cancer of which he often 
does not avail himself. Frequently, women con- 
sult physicians merely because of fear of cancer; 
when nothing is found, they may actually apolo- 
gize for taking up the doctor’s time—a common 
experience; the doctor makes a perfunctory ex- 
amination, assures them that nothing is wrong, 
and sends them on their way. Other women con- 
sult their doctors because of excessive periods ; 
and they are wiser than the doctors who tell them 
that “It is only the menopause.” These are golden 
opportunities: such women should be congratu- 
lated on their wisdom, informed of the significant 
symptoms of cancer, and encouraged to return for 
periodic check-up; they deserve careful examina- 
tion in every instance. The doctor should know, if 
the woman does not, that while excessive periods 
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are frequently associated with menopausal changes, 
they are never normal. These are things the man 
in practice can do. He can be certain that all who 
consult him are adequately warned, adequately in- 
formed. He can be certain that every unexplained 
bleeding is properly investigated. Doctor Schulze 
recently found, in reviewing the causes of bleed- 
ing after the menopause, that two-thirds were 
malignancies of one type or another. If a man is 
in doubt about a diagnosis, or having made it, is 
unprepared to give the patient the benefit of the 
best modern treatment, then free consultation be- 
comes a moral obligation. I have mentioned these 
points because they directly apply to us all, and 
because they are practical. 
University of California Medical School. 


DISCUSSION 


L. A. Emce, M.D. (2000 Van Ness Avenue, San 
Francisco).— Doctor Morton’s paper is complete in 
itself. There would be no need for discussion were 
it not to emphasize the great need for a propaganda 
to fight cancer, for this fight has barely begun. Neither 
the profession at large nor the laity fully realize this. 
Because of these sporadic attempts at propaganda, the 
profession sits quietly back and is content with the 
efforts of a few. Cancer, and particularly such accessi- 
ble cancer as that of the cervix, would offer a much 
higher percentage of cures if more often an early diag- 
nosis were made. To arrive at such a goal, the atten- 
tion of the profession, as well as that of the laity, 
must be aroused to the great need of a concerted 
action between these two bodies in fighting the most 
dreadful destroyer of life and happiness. Such timely 
presentations as this are a challenge to the profession 
that, unless an even greater vigilance and a greater 
consciousness of duty are practiced, the medical pro- 
fession will not have fulfilled that great trust with 
which it has been charged. Every medical student has 
this impressed upon him, The young graduate must 
be saturated with the story of cancer. Why is it, then, 
that the seasoned practitioner is not always alert to 
the ever-present danger of cancer? Why is it that the 
busy doctor should be neglectful of his duty in prov- 
ing, or disproving, the presence of cancer with all the 
means he commands whenever the slightest doubt as 
to that presence arises? Whatever the answer, there 
can be no excuse offered on our part. 

The laity fears cancer, and it is this fear that keeps 
the average individual from seeking information. 
Doctor Morton is correct in saying that some of the 
time and money now expended in perfecting the tech- 
nique of treatment should be diverted to the educa- 
tion of the laity. This alone will offer some hope to 
effectively battle the question of fear and ignorance. 
What good will the best of technique be when those 
afflicted with cancer, on whom it can be used, have 
gone beyond curability? The fact that cancer is cura- 
ble when discovered early must, therefore, be im- 
pressed upon the laity by a concerted propaganda, and 
much of this must be spread by the practitioners in 
city, town, and hamlet. 

I am delighted with Doctor Morton’s presentation 
in all its clearness and straightforwardness. He does 
not mince words. His message carries at once a re- 
buke and a challenge well worth our sincerest con- 
sideration and efforts. 


Donato A. Darras, M. D. (490 Post Street, San 
Francisco).—Doctor Morton’s paper is a timely one, 
indeed, and is a clear and concise exposition of the 
facts regarding the curability of cancer of the cervix 
as related to the duration of symptoms. His request 
that each physician assist in his own small way, as 
an individual, in bringing to the attention of every 
woman patient the cardinal symptoms of carcinoma 
of the cervix is a reasonable and practical one. 

Physicians themselves are often woefully ignorant 
of the true situation when caring for the woman with 
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symptoms of cancer of the cervix. I doubt whether 
there is a gynecologist of experience who has not seen 
patients who have been told by their physicians that 
they were only going through the menopause, or who 
have had supravaginal hysterectomy or ordinary com- 
plete hysterectomy done when the patient was actually 
suffering from carcinoma of the cervix and the phy- 
sician failed to recognize it. The cervix must be in- 
spected as well as palpated, and biopsy is essential in 
many cases if cancer of the cervix is to be recognized 
early. If the physician cannot himself carry out the 
proper treatment, it is imperative that he refer her 
to someone who can do it. Funds might well be 
diverted from research to the education of women and 
of the medical profession as a whole. 

Simple cauterization of the infected or lacerated 
cervix, especially after childbirth, will undoubtedly 
prevent the later development of cancer in many in- 
stances, and every physician who assumes the respon- 
sibility of treating the female organs of reproduction 
should be thoroughly trained in the indications for the 
technique of cauterization of the cervix. 


Lyett C. Kinney, M.D. (1831 Fourth Street, San 
Diego).— The facts presented in Doctor Morton’s 
paper are among the most important weapons in the 
control of cancer. We have long known that the 
majority of women with cervical cancer first come for 
treatment in the advanced and unfavorable stage, but 
we have not known how rapidly these women become 
inoperable or reach the stage unfavorable for radi- 
ation. Too often patients are encouraged to wait for 
one or two periods in the hope that menstrual irregu- 
larities will correct themselves before an examination 
is made. Very frequently patients with a suspicious 
erosion are given palliative treatment for two or three 
months before a biopsy is taken. Doctor Morton has 
shown that in both instances the reasonable hope of 
cure has been lost by temporizing. It is a very serious 
responsibility to allow any delay in the radical treat- 
ment of cancer of the cervix in face of the fact that 


4 


[wi curability of cancer drops from 75 to 15 per cent} 


within two months after the initial symptoms. 

The control of cancer in the cervix rests almost 
entirely on the family physician. He can very largely 
prevent cancer of the cervix by insisting on the early 
treatment of lacerations, erosion, and cervicitis. He 
can greatly increase the possibility of cure if he will 
educate his patients to recognize the immediate danger 
of any menstrual irregularity. He can save many of 
his patients from hopeless incurability if he will ex- 
amine every case of irregular bleeding, and insist on 
an early biopsy in every suspicious case. Such pre- 
ventive measures, plus early adequate treatment, will 
cause an impressive drop in our cancer mortality. 


MAGNESIUM SULPHATE—ITS INTRAVEN- 
OUS USE IN HYPERTENSION AND 
ALLIED EYE CONDITIONS * 


By Henry H. Lissner, M. D. 
Los Angeles 


Discussion by E. M. Lazard, M. D., Los Angeles; 
Hyman Rapaport, M.D., Los Angeles; Gabriel Segall, 
M.D., Los Angeles. 


T is well known, from past experiences, that 

the profession is slow to accept any new idea 
as to the application of a certain drug to the treat- 
ment or alleviation of a given condition unless 
the recommendation is based upon proved experi- 
mental or clinical observation. 





* From the department of cardiovascular disease, Cedars 
of Lebanon Hospital, Los Angeles. 


* Read before the meeting of the American College of 
Physicians, San Francisco, April 4-8, 1932. 
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EARLY 


INVESTIGATIONS 

In this regard, magnesium sulphate has shared 
the fate of many other remedies. It was known 
to produce purgation when administered per os 
as long ago as 1675, but it was not until the 
early part ‘of this century that a new impetus was 
given to experiments by J. Loeb as to the consti- 
tutional effect of magnesium on protoplasm when 
numerous studies were inaugurated on animals. 

Matthew Hay? called attention to its toxicity 
when injected intravenously, and showed that it 
was less toxic when injected slowly. Laubischer * 
demonstrated its curare-like action, and Matthews 
and Brooks? studied the cause of the sudden fall 
of blood pressure, and its depressing action upon 
the motor nerve endings. Meltzer and Auer‘ con- 
firmed these observations. 


The influence of magnesium sulphate upon the 
heart, is, according to Matthews,® “first, a de- 
pression in tone (dilatation, weakness, and slow- 
ing); second, some interference with the con- 
duction of the cardiac impulse (incodrdination, 
independent rhythm of the auricles and ventricles, 
and partial or complete heart-block) ; and, third, 
a depression of all spontaneous movements.” 

These observations were made upon the exposed 
heart by dropping the solution of magnesium sul- 
phate upon the heart muscle, and not by intra- 
venous injection. It must be concluded from the 
above experiments that the effect was that of 
direct toxic action upon the heart muscle. In con- 
junction with this same experiment, Matthews 
showed that certain drugs are of great assistance 
in restoring the automaticity of the heart after 
this magnesium standstill. Adrenalin came first in 
order, followed by barium and calcium; and atro- 
pin, when added to any of these, greatly increases 
its efficacy. 

SCOPE OF THIS STUDY 

The opinions expressed herein are the result of 
an experience extending over nearly seven years, 
and based upon the intravenous administration of 
several thousand injections of 10 cubic centimeters 
of 10 per cent solution of magnesium sulphate. 

In so far as it is possible to compare the clinical 
experience with laboratory experiments, the fol- 
lowing observations must be considered as having 
a definite value in the treatment of hypertension. 
They do not bear out to a very great degree the 
more profound and positive findings of the 


CX- 
perimental side since, on the one hand, are 
dealing with toxic doses of the drug, while, on 


the other, we are dealing with definite doses of 
therapeutic value. 


CLINICAL FINDINGS 


Clinically, we found that the relief of the nerv- 
ous manifestations of hypertension follows in line 
with the experimental data. There is definite evi- 
dence of the control of the muscular twitching 
and convulsions of the pre-uremic and uremic 
cases, and marked influence on the headache of 
hypertension, which is manifest by throbbing and 
intolerable head noises. Furthermore, there is 
definite relief from the peculiar epigastric sensa- 
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tion such as is complained of in the early stage 
of uremia, the exact nature of which is not clear 
from its clinical aspect, nor can the patient de- 
scribe it from its subjective manifestations. We 
have noticed this particular clinical sign in hyper- 
tension of various types as one of the earliest 
warnings of an impending uremia. 


The clinical experience with the effect of mag- 
nesium sulphate upon the heart does not follow 
the experimental conclusions. In the several thou- 
sand injections which we have given, there has 
been no definite expression of arrhythmia, heart- 
block, or any other depressive cardiac manifesta- 
tion, except in two cases: one of coronary artery 
disease, and the other coronary thrombosis where, 
before one-half the usual dose of magnesium sul- 
phate was administered, the patient fainted or had 
an apparent cardiac collapse. These patients were 
repeatedly given the full dose of magnesium sul- 
phate after this first experience without any un- 
toward effect. The question arises as to whether 
these were psychic in origin, and not the direct 
effect of the salt. We have also made electro- 
cardiographic studies on a series of patients before 
and immediately after the injection of magnesium 
sulphate, and could find no evidence of change in 
the heart’s action which would warrant the opinion 
that the intravenous injections of magnesium sul- 
phate in therapeutic doses had any effect upon the 
heart in any way. There was no change in con- 
duction, rhythm, or in the type of ventricular 
contraction. 


The experience as a diuretic does not bear out 
that as expressed by Lazard® in eclampsia. There 
was no increase in the urinary output, and no 
reduction in edema in the cases in which there was 


cardiac decompensation, hypertension and kidney 
involvement. 


In the true eclamptic, the kidney presents an 
entirely different pathological picture than that 
which is found in the advanced nephritic. This 
difference in pathology will explain very satisfac- 
torily the response of the former to any diuretic, 
and the absolute lack of response of the latter. 
Another explanation for the diuresis in eclampsia 
may be the larger amounts of magnesium sulphate 
and water injected, and the increased frequency of 
its administration. 

The intravenous administration of magnesium 
sulphate does not have any influence upon the 
bowel. 

ITS USE FOR HYPERTENSION 

The effect of the injection of magnesium sul- 
phate in therapeutic doses on hypertension follows 
in direct line with the experimental data as com- 
pared with curare. There is, at first, a drop in 
blood pressure, which takes place anywhere from 
ten minutes to one-half hour following the injec- 
tion. This drop varies in degree from 10 to 40 
millimeters of mercury on the baumometer. Ob- 
servations over a long period of time, and with 
approximately one hundred patients, show that 
they do not all have this initial drop. Some pa- 
tients may require several injections before any 
noteworthy drop in blood pressure is observed. 
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In those cases where there is an immediate drop 
in blood pressure, there is a gradual return to the 
previous reading in several hours. In others the 
preliminary reduction may be sustained. Where 
this occurs, the administration of magnesium sul- 
phate need not be given as frequently. The de- 
termination as to the amount to be given, and its 
frequency, depends upon the reaction as noted 
clinically from time to time. High degrees of 
blood pressure require more frequent injections 
than do the more moderate elevations. In our 
series of cases we have seen blood pressures, par- 
ticularly of the menopause type, so high that we 
were unable to measure them on the baumometer, 
which registered up to 300. The daily adminis- 
tration of therapeutic doses in such cases reduced 
this pressure to 220 in two weeks’ time. There 
was at no time any evidence of mental or sug- 
gestive influence such as that to which David 
Ayman calls attention. We have had, in similar 
cases, to use a daily injection for a period of at 
least thirty days, when the dose would gradually 
be decreased to three a week, two a week, one 
a week, and then as we found it indicated. After 
the blood pressure reached a fairly normal or sta- 
tionary level, the injections were stopped, and 
the patient was advised to report for observation 
every month, if the clinical subjective symptoms 
did not return. If, however, the patients remained 
away too long they usually returned with hyper- 
tension as fully developed as it was before the 
treatment was inaugurated. 


Not the least astonishing, and probably the most 
important effect of the intravenous injection of 
magnesium sulphate, to which special attention is 
called at this time, is its influence on the eye 
changes of hypertension and nephritis. 

Wegener” expresses the opinion that the out- 
come “in cases of typical retinitis of malignant 
hypertension is almost invariably fatal within a 
relatively short time.” Keith, Wegener and Kerno- 
han have expressed the opinion that “very few of 
the patients live more than from eighteen months 
to two years, a retinitis usually persists in spite 
of treatment, and the hypertension itself does not 
yield satisfactorily to any measure for its control.” 

This view is also expressed by Osler® in his 
“Practice of Medicine,” wherein he makes the 
observation that “patients seldom live more than 
two years from the time albuminuric retinitis has 
been discovered. There are, however, certain cases 
of retinitis which would probably have been dis- 
covered under the more systematic ophthalmologi- 
cal examinations of the milder cases of nephritis, 
and these would probably reveal instances in which 
this retinal condition might last longer.” 

In the report of Lazard*® on the magnesium 
sulphate treatment of eclampsia, in one of his 
cases which came to autopsy, he noted that “the 
brain is interesting, for in the presence of an 
almost complete anuria, extensive and practically 
total destruction of the kidneys and liver, it was 
relatively dry.” This fact at once initiated the 
thought that if the osmotic power of magnesium 
sulphate was sufficient to influence the brain in a 
condition which is known to give a definite edema 
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or so-called “wet brain,” the application of this 
fact for the relief of intra-ocular tension, edema 
of the retina and hemorrhage, was thought possi- 
ble. With this object in view, patients were re- 
ferred to eye specialists for observation, and by 
them in turn referred for treatment, in order to 
observe the effect of magnesium sulphate upon 
these conditions.* 
COMMENT 


This report, which is somewhat in the nature 
of a preliminary outline of experiences, is made 
with the statement that no effort to classify the 
various etiologic factors of hypertension has been 
attempted. It is generally conceded that high blood 
pressure is a symptom and not a disease entity. 
It is to be regretted that, owing to the very fre- 
quent apprehension of both patient and physician, 
many patients are allowed to develop a_ blood- 
pressure phobia, which of itself has a direct influ- 
ence upon the maintenance of an abnormal blood 
pressure, and which greatly handicaps any effort 
upon the part of the physician to otherwise con- 
trol the nervous factor. 


On the other hand, there is no therapeutic 
measure reported in the voluminous literature on 
this subject which, by comparison, has given such 
satisfactory amelioration of the serious compli- 
cations of hypertension as we have found in our 
experience with magnesium sulphate. 


The clinical studies of David Ayman on vari- 
ous remedies, and his latest study on bismuth, 
besides other similar negative work, lead to the 
conclusion that there is no drug which actually 
ideally influences blood pressure, or has even the 
slightest semblance of curing it. Magnesium sul- 
phate is not here advocated as a cure; it is simply 
recommended, in the light of clinical experience, 
as a purely palliative means for the relief of some 
of the more annoying symptoms, and the control, 
to a very marked extent, of the eye changes as- 
sociated with the hypertension of cardiovascular 
and renal disease. 


IN CONCLUSION 


From the clinical experiences herein outlined it 
would seem that the following conclusions are 
justified : 

1. Intravenous injection of magnesium sulphate 
exerts a palliative effect upon the reduction of 
hypertension and its secondary symptoms. 

2. It reduces intra-ocular tension. 

3. It exerts a marked influence upon the course 
of the eye changes and aids absorption of exudate 
of retinal hemorrhages, with the hope of preven- 
tion of threatened blindness. 

4. There are no untoward symptoms from fre- 
quent injections of controlled amounts of mag- 
nesium sulphate intravenously. 

1908 Wilshire Boulevard. 
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DISCUSSION 


E. M. Lazarp, M. D. (1930 Wilshire Boulevard, Los 
Angeles). — The author’s experience with the intra- 
venous use of magnesium sulphate in hypertension 
and allied eye conditions is of much interest to those 
of us who have been so greatly impressed with its 
value in the preéclamptic toxemias and eclamptics for 
the past ten years. The clinical results reported by 
Doctor Lissner, viz., control of muscular twitching, 
relief of headache, and of epigastric distress (all of 
which, in the pregnant woman, are premonitory signs 
of an impending eclamptic attack), serve to confirm 
the results which we have had with the intravenous 
magnesium sulphate treatment of eclampsia and pre- 
eclamptic toxemia. 

That the author has not observed the diuretic effect, 
and the comparatively rapid reduction of the edema, 
which we have obtained in the eclamptics, is due, I 
believe, rather to the small doses of the salt that he 
uses than to the difference in the underlying kidney 
pathology. His regular dosage is 10 cubic centimeters 
of a 10 per cent solution, not oftener than once daily, 
whereas our standard dosage is 20 cubic centimeters 
of a 10 per cent solution repeated, as necessary for the 
control of symptoms, frequently, twelve or fourteen 
such injections being given in twenty-four hours, 

That these results have been obtained in such chronic 
conditions as essential hypertension and chronic neph- 
ritis, further justifies its use in the eclamptic syndrome 
which so closely resembles the clinical picture in these 
nonpregnant individuals, even though the etiologic fac- 
tors in the various types of the eclamptic toxemia are 
so different. 

I can also confirm the last conclusion in Doctor 
Lissner’s paper that “there are no untoward symp- 
toms from frequent injections of controlled amounts 
of magnesium sulphate intravenously.” In many thou- 
sand injections of magnesium sulphate in the eclamptic 
toxemias, we have never observed any bad effects that 
could be attributed to injections in the proper dosage. 

& 

Hyman Rapaport, M.D. (1048 Temple Street, Los 
Angeles).—About three years ago, after learning of 
Doctor Lissner’s favorable results, I began to use 
magnesium sulphate intravenously in hypertension. I 
limited its use to those hypertensives whose outstand- 
ing complaints were dizziness, severe throbbing head- 
aches, and extreme irritability. The usual dose given 
was 10 cubic centimeters of a 10 per cent solution 
daily. 

The results were gratifying. There were no toxic 
reactions, but there were some complaints of a feeling 
of warmth following the injection. This discomfort 
was greatly alleviated by injecting the solution very 
slowly. The injections invariably relieved the dizzi- 
ness, headache, and irritability, some of the patients 
having markedly improved after the first administra- 
tion. It was notable that the relief of the symptoms 
was out of proportion to the drop in the blood 
pressure. 

The irritability in hypertensives is apparently due 
to an overstimulation of the nervous motor mecha- 
nism; and since this is the point depressed by the 
magnesium, hence the relief of the irritability. Doctor 
Lissner’s observations on the reduction of intra-ocular 
tension are interesting, and should stimulate further 
clinical study. From my personal experience with the 
use of the magnesium sulphate intravenously in hyper- 
tension, I am convinced that it occupies a definite 
place in the armamentarium of the therapeutics of 
hypertension. 
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GasriEL SEGALL, M. D. (1930 Wilshire Boulevard, Los 
Angeles).—Any medication or drug which may influ- 
ence the course of hypertension beneficially, or allevi- 
ate the symptom-complex of hypertension, should be 
given serious consideration. 

Doctor Lissner’s study and experience with magne- 
sium sulphate must be considered an advance in the 
approach of coping with the therapeutic problem of 
hypertension. Inasmuch as the state of hypertension 
has a variety of etiologic factors, it is natural that 
there cannot be one type of medication suitable to all 
forms of the condition. However, we know that, no 
matter what the etiology in such cases is, there are 
two main factors involved: hypertonus of the arterial 
wall of the vessels and angiospasm. Even if there is 
no atheromatosis primarily present, both of those fac- 
tors may lead to degeneration of the intima of the 
vessels, and eventually to systemic hypertension, It 
has also been my experience that magnesium sulphate, 
used according to the method and technique of Doctor 
Lissner, has an excellent effect upon the reduction 
of hypertension and its secondary symptoms. The 
mode of action is difficult to determine; the quantity 
of magnesium sulphate used could hardly be con- 
sidered sufficient to exercise such a sedative and hypo- 
tensive action. The results of magnesium sulphate in 
uremia and preuremic conditions may lead one to the 
assumption that magnesium sulphate acts against 
edema of the brain. It probably relaxes the vascular 
spasms by direct action on the vasomotor center of 
the medulla. I have never observed any discomfort 


or untoward effects in any of my patients treated with 
this method. 


Therefore, there being no contraindications present 
for the use of an apparently helpful and harmless 
drug, it would seem that this method advocated by 


Doctor Lissner should be applied in the treatment of 
hypertension. 


CHOLECYSTIC DISEASE IN PIGS, SHEEP 
AND CATTLE* 


By Straniey H. Mentzer, M. D. 
San Francisco 


IN a previous study I called attention to the inci- 

dence of cholecystic disease in pigs, sheep, and 
cattle slaughtered in an abattoir in St. Paul, 
Minnesota. My present study was conducted in 
San Francisco and repeated because of an oppor- 
tunity to segregate the pigs according to their food 
supply. Studies of the incidence of gall-stones in 
man, in varying geographic areas, seem to indicate 
that food plays a significant part in the etiology 
of gall-stones. Hence, the privilege to observe 
controlled food sources in animals in relation to 
the incidence of gall-stone formation appeared 
opportune. 

MATERIAL FOR THE STUDY 

The pigs arrived in the abattoir in groups and 
were kept separate during their preparation, so 
that we might adequately study the effect of grain 
and swill feeding in relation to cholecystic dis- 
ease. There were 712 grain-fed and 252 swill-fed 
hogs. Gall-stones were found in seven, an inci- 
dence of 0.72 per cent. Approximately 60 per cent 
of the stones occurred in the swill-fed group, data 
which proved surprising, for we expected that the 
incidence in the swill-fed hogs would be much 





s From the department of surgery, University of Cali- 
fornia Medical School, San Francisco. 

Note.—This article from a member of the California 
Medical Association has been accepted in order that these 
studies shall find a place in the medical literature. The 





value of the work lies in its application to medicine, be- 
cause the data contained therein is to be used as the basis 
for future comparative studies. 
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greater. 
cholesterol 
four animals had bilirubin calcium stones, all of 


However, three of the swill-fed pigs had 
stones in their gall-bladders, while 


which came from grain-fed hogs. Obviously, food 
seemed an important factor in relation to the type 
of stone formed. Its significance is lessened, how- 
ever, when we recall that Gauss and Davis found 
cholesterol-rich stones in twenty-one of 2,067 cattle 
(1 per cent). Cattle are not fed fat-containing 
foods, yet all of the stones in Gauss and Davis’ 
cases were fat stones. In my previous study I 
found that 0.8 per cent of five thousand cattle had 
gall-stones, but the majority of stones from the 
gall-bladders of cattle in that study were bilirubin 
calcium stones. Totten found calculi in twenty- 
three of 5,725 cattle (0.4 per cent) in a Minne- 
sota abattoir, but he did not specify the type of 
gall-stone encountered. In my previous study, 
8 per cent of the pigs had gall-stones while only 
0.72 per cent of the present group had them, The 
explanation of this apparent discrepancy was evi- 
dent when the sex and pregnancy factors were 
studied, however. Sows predominated in my St. 
Paul study. Only 20 per cent of the pigs slaugh- 
tered in the San Francisco abattoir were females. 
I had believed that the type of food was the most 
important single factor in gall-stone formation, 
but these data seemed to show that sex, and par- 
ticularly pregnancy, were of greater significance. 
Pregnancy was the most important factor in as 
sociation with gall-stone disease in cattle also, as 
Gauss and Davis’ statistics showed. They found 
biliary calculi in twenty-one of 2,067 cattle; of 
these, seventeen occurred in adult cows that had 
calved and eight were pregnant at the time. 
Heifers (adolescent females) comprised the great- 
est number of cattle slaughtered, yet no stones 
were found in them. However, sex and pregnancy 
are not wholly important, for biliary calculi were 
found in 1.2 per cent of the bulls and 1.0 per cent 
of the steers in comparison with 2.3 per cent of 
the cows. 

Four hundred adult sheep’s gall-bladders were 
examined in the present study ‘and calculi found 
in seven, an incidence of 1.75 per cent. With one 
exception all of the stones were small, spiculed 
bilirubin calcium stones, and usually only one 
stone was found in a specimen. One hundred gall- 
bladders from lambs, less than eight months old, 
were also examined, but none contained biliary 
calculi or other pathology. 

Thirty-seven cows and forty-six steers were 
also investigated, but no stones were found in the 
gall-bladders of any of these animals. Only a 
small number of cattle were studied in this series, 
for a very large group were included in my previ- 
ous work. The majority of stones in the former 
group were bilirubin calcium stones which were 
found almost entirely within the gall-bladder 
cavity. In Gauss and Davis’ study of cattle gall- 
bladders, stones were found in seventeen instances, 
and in four additional cases they were recovered 
from the bile ducts. All of the stones in their 


series were apparently cholesterol stones. 
Of greater interest and surprise was the large 
of instances of cholesterosis of the gall- 


number 
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bladder found in pigs and sheep (Fig. 1). I was 
astonished to find grossly visible lipoid (choles- 
terosis) in 213 of the 964 pigs (22.1 per cent). 
It was also surprising to note that cholesterosis 
occurred as frequently in the grain-fed as in the 
swill-fed hogs. The significant fact lay in the ob- 
servation that almost all of the gall-bladders show- 
ing cholesterosis were found in hogs that had been 
pregnant, usually many times. Five instances of 
cholesterosis were found among the four hundred 
adult sheep’s gall-bladders, while none was en- 
countered among the lambs. Unfortunately no 
record was available of the pregnancy factor in 
the sheep. And, to disturb my thesis most, no 
instances of cholesterosis were found among the 
thirty-seven cows’ gall-bladders, while two were 
recovered from the group of forty-six steers. 
Whatever preconceived notions I may have enter- 
tained relative to food pregnancy factors as 
etiologic agents of cholesterosis in domestic ani- 
mals, were rudely shattered by these facts. That 
there is some association of importance is evident, 
however, by the frequency of cholesystic disease 
in fat-fed and pregnant animals. Of the two as- 
sociated factors, pregnancy seems to be the more 
important. It cannot be overemphasized, however, 
because of the finding of cholesterosis specimens 
in the gall-bladders of steers. 


MICROSCOPIC FINDINGS 


Microscopically, the cholesterosis specimens were 
identical with those from human cases. The fat 
droplets were found mainly at the bases of the 
epithelial cells, equally distributed above and below 
the nuclei, but closely grouped about them. Ad- 
vanced lesions were also identical with slides from 
human cases, for the Sudan-stained lipoid parti- 
cles were seen in the stroma as well as in the epi- 
thelial cells of the gall-bladder wall. One of the 
most interesting lesions found in the gall-bladder, 
and limited wholly to pigs, was the accumulation 
of lymphocytes resembling lymph nodes. Grossly 
these appeared as large, submucosal swellings, re- 
sembling papillomata of the human gall-bladder 
(Fig. 2). When I first saw these nodules I 
thought they were papillomata, yet they were rela- 
tively flat and sessile, never pedunculated (Tig. 3). 
They appeared to be possible tubercles, but micro- 
scopic sections proved them to be accumulations of 
lymphocytes, almost typical of lymph-node struc- 
ture (Fig. 4). They were found in thirty-nine 
of the 964 pigs’ gall-bladders (0.4 per cent). The 
normal pig’s gall-bladder did not contain such 
areas, and I am unable to account for their signifi- 
cance, The gall-bladders in which they were found 
were otherwise normal except for one specimen, 
which contained a single bilirubin-calcium stone. 
Gauss and Davis reported “papillomatous nodules 
in the mucosa” of five cattle. No further descrip- 
tion of them is given. It would be interesting to 
know if they resembled the lymphoid structures 
which I found in the pig’s gall-bladder, and which 
I believed, on gross examination, to be papillo- 
mata. No such lesions were seen in the eighty- 
three cattle examined in my present study. 
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Fig. 1.—Cholesterosis, grade 2, in a sheep’s Fig. 2.—Submucosal lymphoid structures in pigs’ gall- 
gall-bladder. bladders, 
OTHER PATHOLOGY the typical picture of acute inflammation with con- 


Acute or subacute cholecystitis, manifested by gestion, hemorrhage, edema and lymphocytic or 
a reddened, thickened and edematous gall-bladder leukocytic infiltration. Chronic cholecystic disease 
wall, was found in three of the 964 pigs’ gall- had resulted in the deposition of calcareous mate- 
bladders, sixteen of the 500 sheep, and one of rial in one gall-bladder in which the wall was 





Fig. 3.—The sessile nature of the Fig. 4.—High magnification show- Fig. 5.—Calecareous deposit in 
lymphoid structures is evident. ing the lymph node structure. chronic cholecystitis (pig’s gall- 
bladder). 


the eighty-three cattle. In most instances the acute greatly thickened and edematous, and showed 
inflammatory lesion was localized in the fundus markedly hypertrophied smooth muscle bundles 
or the neck of the gall-bladder, and usually not (Fig. 5). 

more than a third of the gall-bladder was involved. One instance of duplication of the gall-bladder 
Microscopically, the gall-bladder wall presented was found in the entire series. This specimen was 
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Fig. 6.—Double gall-bladder in Fig. 7.—Primary adenocarcinoma in a Fig. 8.—Stone incrusted polyp from 


a pig. pig’s gall-bladder. a pig’s gall-bladder. 
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Fig. 9.—Gall-bladder and attached polyp with 
two cholesterin stones from a sow. 


recovered from a pig. There were two distinct 
cystic ducts emptying into the common hepatic 
duct (Fig. 6). Another pig’s gall-bladder showed 
a true congenital diverticulum. Two small diver- 
ticula were found in a cow’s gall-bladder in which 
three large cholesterol stones were also recovered 
in the series of Gauss and Davis. 

A well-localized, pedunculated, cauliflower-like 
adenocarcinoma was found in a pig’s gall-bladder, 
arising from the ventral third of the ‘gall-bladder 
wall. There were no stones or other pathology 
in this specimen. Microscopically the tumor was 
a typical primary adenocarcinoma of the gall- 
bladder ; apparently growing slowly, and identical 
with similar specimens from man. 

The most interesting specimen in this series was 
a large benign polyp, about which cholesterol 
material and bile pigments had precipitated to 
form a gall-stone (lig. 8). The pedicle of the 
stone-encrusted polyp was attached to the gall- 
bladder wall and was partially coated with stone 
material. In addition, there were two cholesterol- 
rich stones, the size of a hazel nut, free in the 
gall-bladder cavity (Fig. 9). Microscopic sections 
of the stone show the polyp-like central nucleus 
with alternate laminations of pigment and choles- 
terol strata (Fig. 10). This is the best specimen 
I have seen illustrating the thesis that polyps or 
papillomata form the nuclei of some gall-stones. 
I have sectioned many gall-stones in which it has 
been possible to demonstrate the tissue structure 
of the nucleus, and I have twice before encoun- 
tered pigment and cholesterol incrustations on 
polyps in the human gall-bladder, but this speci- 
men contains the largest polypoid nucleus and the 
greatest amount of stone material that I have seen. 


SUMMARY 


1. Gall-stones were found in 0.72 per cent of 


964 pigs’ gall-bladders, and in 1.75 per cent of 
four hundred adult sheep’s gall-bladders. 
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Fig. 10.—Sectioned stone showing polyp nucleus. 


2. Only 60 per cent of the stones occurred 


the swill-fed hogs, while 40 per cent were re- 
covered from the gall-bladders of grain-fed hogs. 
However, cholesterol stones came entirely from 
swill-fed hogs, while bilirubin calcium stones were 
found in the grain-fed hogs. 

3. One cholesterol stone was found in four hun- 
dred sheep’s gall-bladders, while six cases had 
bilirubin calcium stones. None of one hundred 
lambs’ gall-bladders had gall-stones. 

4. Sex, and particularly pregnancy, were the 
factors of greatest importance in the incidence of 
gall-stones in pigs. 

5. Cholesterosis was noted in 22.1 per cent of 
the pigs’ gall-bladders and was found equally in 
the swill-fed and grain-fed hogs. Five instances 
were discovered among four hundred adult sheep’s 
gall-bladders. 

6. Pregnancy seemed to be the most important 
associated factor in cholesterosis. 

7. Large lymph node-like structures were ob- 
served in 0.4 per cent of the pigs’ gall-bladder 
walls. They are not normal areas, but their signifi- 
cance is not understood. 

8. Acute or subacute cholecystitis occurred in 
0.31 per cent of the pigs’ gall-bladders—3.2 per 
cent of the sheep, and 1.2 per cent of the cattle. 

9. Duplication of the gall-bladder, congenital 
diverticulum, primary adenocarcinoma, and in- 
crustation of a benign polyp were incidental, but 
interesting lesions found in pigs’ gall-bl: xdders., 

450 Sutter Street. 
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PNEUMOCONIOSIS—AN OCCUPATIONAL 
DISEASE * 


A STUDY OF FIFTY-EIGHT POTTERY 
WORKERS 


By Paut A. Quarntance, M.D. 
AND 
Francis J. Morris, M. D. 
Los Angeles 


Discussion by C. D. Leake, Ph.D., San Francisco; 
Eugene S. Kilgore, M. D., San Francisco; Robert T. 
Legge, M.D., Berkeley. 


NEUMOCONIOSIS, a fibrosis of the lungs 

due to repeated inhalation of silica-laden air, 
has not received from industry or the medical pro- 
fession the consideration that its frequency and 
seriousness warrant. An award of total and 
permanent disability to a worker in the ceramics 
industry prompted the study here reported. 


LITERATURE 


Ramazzini’ first described the grating sound 
produced by cutting the lung tissues of stone and 
coal workers in the early eighteenth century. Sub- 
sequently, silicosis has been observed in every in- 
dustry where silica-laden air was encountered. 

An acute form of the disease occurs with symp- 
toms manifested as early as three years after 
initial exposure to mixtures of silica and soap 
alkalis. Such cases have been described in Soap- 
powder grinders and packers by Chapman * and 
MacDonald,” in scouring-powder workers by Kil- 
gore, 3 in sand- blasters by Foord * and others, and 
in lens-grinders by Russell.* Death usually is 
from terminal pneumonia or tuberculosis. A more 
gradual development of silicosis was found by 
Clark ® in two-thirds of a group of workers in 
carborundum and carbide, with average occupa- 
tion period of ten years. Lawson, Jackson, and 
Gardner ® found nine out of seventeen iron miners, 
with exposure of three to eight years, to have 
died during the following twenty-one years. The 
remainder showed rapidly progressing fibrosis. 
Lanza‘ reported the average age at death of zinc 
miners in Missouri as thirty-six years, and the life 
expectancy of iron-ore workers as nine and six- 
tenths years. In 1900, Murray reported an as- 
bestos worker who was the only survivor of eleven 
men entering that industry ten years previously. 
Asbestos dust enters the lungs as a silicate rather 
than as the oxid of silica. 


Characteristically pneumoconiosis develops in- 


sidiously, and the symptoms are latent. Thus, 
sritton and Head * saw a granite worker and a 
knife grinder, each with only four months’ ex- 
posure, who first developed symptoms twenty- 
three and fourteen years later, respectively. 

In a comprehensive review Pancoast and Pen- 
dergrass * found fibrosis in 74 per cent of 495 
sandstone workers, and in 57 per cent of 208 rock 
drillers, with average exposure of twenty-one 


* Read before the Industrial Medicine and Surgery Sec- 
tion of the California Medical Association at the sixty- 
second annual session, Del Monte, April 24-27, 1933. 

* From the Golden State Hospital. 
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years. Fifteen per cent of those affected had 
third-stage silicosis. Fifteen of twenty cement- 
plant workers, exposed over seven years, had 
slight fibrosis. Orr® reported second-stage sili- 
cosis in a buck-and-wing dancer, who for twenty- 
five years had scattered sand on the stage before 
each performance. Mills?° found advanced fibro- 
sis at autopsy on a man who had worked in an 
asbestos mine for a short period only, thirty-two 
years previously. In hard-coal miners with aver- 
age exposure of eleven years, Tattersall ** found 
silicosis developing slowly and insidiously. In 
Welsh coal miners after twenty years’ service, 
Cummins?” found the lungs to contain large 
amounts of both rock and coal dust. In his ex- 
perience silicosis appeared long before tubercu- 
losis developed, and coal miners were not very 
es to the latter. McFarland,’* Russell, 

al.,!* found silicosis to be almost universal in 
adie workers (as at Barre, Vermont) with an 
unusus il susceptibility to tuberculosis after twenty 
years’ exposure. Head and Rosenblum * found 
3.7 per cent of five hundred males admitted con- 
secutively to Cook County Tuberculosis Hospital 
to have tuberculosilicosis. 


PATHOGENESIS 


The crystalline and amorphous silica compounds 
(SiO.) comprising rock-crystal, quartz, quartzite, 
flint, and sandstone, are the chief producers of 
silicosis. Lemon and Higgins '® emphasize the 
point that more than ten million particles of silica 
per cubic foot of air, and a size of less than ten 
microns, are essential to any appreciable silicosis 
hazard. As high as ninety-two million particles 
have been determined. 

Many observers (Belt,'’ Lemon and Higgins," 
Russell,’* Mavrogordato,® Pancoast and Pender- 
grass,® et al.) believe that, following inhalation, 
the particles of silica are engulfed by macrophages 
or “dust cells” which enter and block the lymph 
spaces. Mavrogordato ® concludes that silica kills 
the “dust cells” and dissolves in the alkaline 
tissue juices, forming a poisonous hydrosol jell 
(Si(OH)*). Gye and Kettle** have shown ex- 
perimentally that colloidal silica, when injected 
into animals, is poisonous. Fibroblastosis is stimu- 
lated and a fibrotic nodule is formed about the 
dead macrophages. The center of the nodule heals 
and is free from silica; the periphery grows and 
abounds in silica particles. Confluence of these 
nodules produces a massive fibrosis in which 
are found nests of silica with contiguous healed 
lesions, some of which show one millimeter or 
less areas of degeneration. Few believe, with 
Arntzen,’® that the physical characteristics (sharp 
edges) of the silica particles are of much impor- 
tance. 

SYMPTOMS AND DIAGNOSIS 


As Russell * points out, dyspnea, the earliest 
and the cardinal symptom, first sets in years after 
initial exposure, and i 1S progressive for years after 
exposure ceases. By the time shortness of breath 
is complained of, fibrosis already is moderately 
advanced, diminution in expansion and decrease in 
fremitus and resonance are demonstrable and usu- 
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Fig. 1 


Fig. 1, Case 56.—Potter 24 


adhesions. 


years, marked nodular and 


Fig. 2, Case 25. 
Note clearness of apices. 


ally there is unproductive cough. Later the harsh 
breath sounds at the bases of the lungs become 
almost inaudible (Russell'*). Vital capacity is 
reduced. Cyanosis may be present. The antero- 
posterior diameter of the chest may be increased 
an inch. The patient, however, remains well nour- 
ished unless tuberculosis complicates the picture. 

The earliest roentgenographic findings are in- 
creased density of the hilus shadows and trunk 
branches, perhaps indistinguishable from the 
changes resulting from repeated respiratory tract 
infections. A diffuse increase in linear markings 
follows, and in second stage fibrosis nodulation, 
most pronounced in the central and basal fields, 
is observed. Confluence of these nodules pro- 
duces a picture of consolidation in third-stage 
fibrosis in which pleural adhesions are almost con- 


Fig. 3 


Fig. 3.—Early peribronchial fibrosis, 
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Fig. 2 


massive fibrosis with extensive diaphragmatic pleural 


Caster 12 years, marked nodular fibrosis with early massive change in central and basal fields. 


stant. An important prognostic sign is the fluoro- 
scopic observation of limited excursion of the dia- 
phragm (Pancoast and Pendergrass ®). 


REPORT OF STUDY 

In the industrial plant studied, bathroom ware 
exclusively is manufactured. The clay mixture 
contains 20 per cent silica, 26 per cent feldspar, 
27 per cent English china clay, 10 per cent do- 
mestic china clay, 11 per cent English ball clay, 
and 6 per cent finely ground clay from pitcher or 
broken ware. The total silica content approxi- 
mates 20 to 25 per cent. 

The casting room constitutes the essential dust 
hazard. Each caster must shake silica dust into his 
own moulds, and dry-sandpaper them and brush 
off the dust from his own moulds. He is thus con- 


with siliceous deposits at outer margin. 


Fig. 4.—Early nodular fibrosis with many fibroblasts and silva particles at periphery. 


Fig. 5. 


Advanced silicotic nodules with beginning massive fibrosis. 


Note heavy peripheral siliceous deposits. 
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TABLE 1—Pneumoconiosis (Silicosis). Incidence in 
fifty-eight of one hundred and six pottery workers, 
as determined bi x-rays ve <7 the bangs. 

gheen of Silicosis 


*Third (markedly advanced, 
advanced, 2).. 

Second (mode rate, 22) . Saas meas 2 q 

First (slight, 26; hilus only, 5). . a 4 


Nec sdeseiticsaai cituuspounmuicescsspanatons 


== 


Per cent 


eniber 
3; moderately 


6 
0 


100.0 


* Average duration of exposure was 16 years in advanced 
group. 


stantly inhaling silica dust, and wears no mask. 
Occasionally the floor is sprinkled with water. 
There is no forced ventilation system. The fine 
dust which settles on the moulds while on the dry- 
ing racks is blown off with a compressed-air hose 
before the moulds go to the kilns. The dust pro- 
duced by crushing and regrinding the ware broken 


during the first firing constitutes an additional 
silicosis hazard. 


One hundred and six employees, exclusive of 
the office workers, were examined physically. In 
fifty-eight employees, with an average duration of 
exposure to silica-laden air of seven and one-half 
years, x-rays of the chest were taken. As indi- 
cated in Table 1, five, or 8.6 per cent, showed 
third-stage or advanced fibrosis, the average dura- 
tion of exposure being sixteen years. ‘Twenty- 
two, or 38 per cent, had second stage or moderate 
fibrosis. The remaining thirty-one, or 53.4 per 
cent, showed only slight fibrosis. In five of these 
latter, the changes were confined principally to the 
hila. 

Pancoast and Pendergrass,® in a study of fifty- 
eight potters, reported third-stage silicosis in 36 
per cent, second-stage silicosis in 48 per cent, and 
first-stage silicosis in only 16 per cent. The aver- 
age duration of exposure to dust in their series 
was not given, hence no accurate comparisons can 
be made. 

REPORT OF 

Case 56.—D. P., age fifty-four years, a potter for 
twenty-four years, had influenza twelve years before 
and right basal pleuritis seven years previously. He 
had complained for five years of progressive shortness 
of breath and weakness, for one and one-half years of 
dry cough, and for two weeks of inability to work as 
a foreman because of “smothering spells” (dyspnea) 
on the least exertion. He had lost twenty pounds in 
two years. Expansion of the chest was decreased; 
resonance was impaired in the interscapular and basal 
regions, where dry, coarse rales were heard. Breath 
sounds, harsh throughout, were distant at the bases. 
Fluoroscopy showed restricted excursion of the dia- 
phragm. X-rays revealed advanced nodular fibrosis 


with massive confluence in the central and right basal 
fields. 


CASES 


This patient was awarded total and permanent dis- 
ability pension by the California Industrial Accident 
Commission. 

7 7 7 


Case 25.—H. G., age forty-three years, a caster for 
twelve years, had negative history, no symptoms or 
abnormal physical findings. X-ray examination re- 
vealed marked diffuse nodular fibrosis, with early 
massive confluence in the perihilar and inner basal 
fields. Death occurred three months later from re- 
spiratory failure two days after catching cold at his 
work. At autopsy were found healed apical (tubercu- 
lous) scars; dense, pleural adhesions; streaks of scar 
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tissue scattered throughout both lungs; several small 
abscesses in the base of the left upper lobe; and scat- 
tered small bronchopneumonic consolidations. 


COMPENSABILITY 

Pneumoconiosis is regarded universally as an 
occupational disease. It is recognized as cause for 
total and permanent disability pension. In Cali- 
fornia under recent decisions of the Appellate 
Court, with concurrence of opinion by the Su- 
preme Court, the “date of injury” with respect 
to operation of the “statute of limitations” is re- 
garded as the time of onset of symptoms, or that 
time when the presence of silicosis could reason- 
ably have been determined by medical examination 
of the applicant. Where more than one compen- 
sation insurance carrier is concerned, the Indus- 
trial Accident Commission has been ordered to 
apportion the liability for compensation, as the 
duration of employment or the periods of insur- 
ance coverage would indicate as being equitable. 


SUMMARY 


1. Inhalation of silica-laden air results in pneu- 
moconiosis, a progressive, incurable occupational 
disease of the lungs. 

2. Fifty-eight cases are reported from the pot- 
tery industry in which the concentration of dust 
is low, silicosis develops slowly, symptoms are 
latent and appear many years after physical and 
x-ray signs of silicosis are demonstrable. 

3. In advanced silicosis, total and permanent 
disability for work, and a high susceptibility to 
pneumonia and tuberculosis are being recognized 
by Industrial Accident Commissions. Tubercu- 
losis was not observed clinically in the group 
studied ; pneumonia terminated one case. 

4. Prevention of 
concentration of silica-laden air should receive 
more attention from the industries concerned, 
state legislatures, and the medical profession. 

2007 Wilshire Boulevard. 

1930 Wilshire Boulevard. 


inhalation and reduction in 
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DISCUSSION 


C. D. Leake, Pux.D., (University of California Medi- 
cal School, San Francisco).—Doctors Quaintance and 
Morris deserve much credit for pointing out the in- 
dustrial accident aspect of chronic inhalation of silica- 
laden air. The increased use of all types of chemical 
agents in industry makes it necessary for physicians to 
determine the possible harmful effects on workmen 
of chronic contact with any such chemicals. Industry, 
fortunately, is recognizing more and more its obliga- 
tion to protect its workmen from dangerous chemicals 
with which they may come in contact in their daily 
tasks. It might be wise for commercial concerns to 
have an investigation made of the toxicity of any 
chemical agent proposed for use, either in the manu- 
facture of its products, or for distribution for any pur- 
pose to the public. . 


Eucene S. Kircore, M. D. (490 Post Street, San 
Francisco).—This report deals with a common and 
long recognized disease. But it is important and 
timely because pneumoconiosis, despite all that has 
been written about it, continues very commonly to 
escape recognition. 

It does so for several reasons. The antesymptom 
period extends over usually several and at times many 
years, even many years after cessation of exposure to 
dust; and during this time the physician does not see 
the patient, or, if he does, he may find no physical 
signs implicating the lungs. Practically, therefore, 
medical observation of this stage of the disease is 
confined to studies of employee groups such as these 
authors have made. There should be more such 
studies, and they should receive more attention from 
employers, insurance carriers and legislators, to the 
end that workers may be better protected. 

Then, when the patient finally appears with his 
symptoms, it is easy for the physician to be misled. 
The occupations carrying a silica hazard are numer- 
ous, and the patient is now in other employment and 
forgets to mention the dusty work of years ago. Usu- 
ally his complaints are not characteristic of the dis- 
ease, but are simply those of the secondary infection 
and are not unlike the symptoms of tuberculosis or 
other pulmonary disease unassociated with silicosis. 
Some of the patients complain of effort-induced dys- 
pnea, weakness, or chest pain that leads to the mis- 
taken diagnosis of heart disease. One of my acute 
cases presented a heavy feeling in the chest, which 
accords well with the liver-like lungs observed in some 
of the necropsies. 


The physical signs are late in appearance and vari- 
able, and there are none that are really characteristic 
of the disease. And even the roentgenograms may be 
difficult to distinguish from those of other conditions. 
For the more strictly silicotic markings vary much, 
not only with the stage to which the disease has ad- 
vanced, but also with the individual and with the in- 
dustry in which the silica is acquired. Some of the 
unusually acute cases have even shown markings re- 
sembling those of miliary tuberculosis. And as a rule 
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by the time the clinical investigation is made, the silica 
markings are more or less overshadowed by the effects 
of secondary infection. Practically the diagnosis in 
most cases depends upon examination, especially x-ray 
examination, together with an adequate knowledge by 
the physician of the patient’s exposure to silicious 
dust. - 


Ropert T. Lecce, M. D. (University of California, 
Berkeley). — Pneumoconiosis is an incurable disease 
which is becoming very common, especially among 
quartz miners, sand blasters, rock drillers and pottery 
workers, where the dust content is high in a silica- 
laden atmosphere. 


A point that Doctors Quaintance and Morris brought 
out in their paper on this subject was that the earliest 
cardinal symptom is dyspnea, which first sets in years 
after the initial exposure, progressing and resulting in 
decreased chest expansion and vital capacity. 

These facts are of the greatest importance to indus- 
trial physicians for two reasons: first, in the considera- 
tion of compensations, and second, in the establishment 
of preventive measures. 

First: From a medico-legal standpoint and to obvi- 
ate the possibility of the “racket” that certain lawyers, 
and even certain physicians, are guilty of at times in 
encouraging the institution of suits against employers, 
it is important to the plaintiff of these suits that the 
facts be well understood. The question of whether the 
disease is common in the industry where the worker 
is employed or whether he was exposed previously in 
other plants to silica dust, and the length of interval 
between that exposure and the present disability is 
most important, that is, to ascertain whether the inter- 
val was of sufficient length for the development of the 
disease. Ordinarily the first-stage symptoms of sili- 
cosis develops in from two to ten years after exposure, 
depending upon the number of millions of particles 
of silica dust of less than ten microns in size that were 
disseminated in the air. To determine this content 
dust counts and measurements must be conducted. 

To establish the condition of silicosis in the worker 
it must be shown that he worked in proximity to the 
source of dust, and that the machines were not prop- 
erly safeguarded by exhausts. 

Second: Prevention. Once any stage of silicosis is 
present, it becomes an incurable malady and tubercu- 
losis is frequently superimposed. Any employer of 
labor in a dusty trade where silicon dust is dissemi- 
nated in the atmosphere should require of each worker 
a complete history of his former occupation and the 
time involved, and also a complete recorded physical 
and roentgen examination by a competent physician. 
He should reject all mouth breathers and persons 
suffering from preéxisting pulmonary diseases. These 
records must be rechecked annually for comparison. 
Any person found with early dyspnea must be relieved 
from the dusty environment and given a different 
occupation. Employers must provide supervised me- 
chanical ventilation, wet processes, respirators, and 
other measures to protect the workers. 

At the present time in the pottery industry ap- 
parently there has not been discovered a satisfactory 
substitute for flint for bedding purposes. It is to be 
hoped that a new process will be developed which will 
lessen the incidence of this incurable affliction. 


%& 


Doctor QuarnTaNce (Closing).—As the discussers, 
whom I wish to thank, again have emphasized, the 
insidious development, the paucity of physical signs, 
and the similarity of symptoms of silicosis to those 
of other respiratory affections make important more 
general use of painstaking employment examinations, 
particularly utilizing fluoroscopy and x-rays, and the 
adoption of available preventive measures in the dusty 
trades. These measures are imperative if the incidence 
of silicosis is to be reduced. The problem is one of 
cooperation between industry and the medical pro- 
fession. 
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TRAUMATIC RUPTURE OF THE KIDNEY * 


By Georce F. Scuenck, M. D. 
Los Angeles 


Discussion by Charles Pierre Mathé, M.D., San Fran- 
cisco; Edward W. Beach, M.D., Sacramento; Clark M. 
Johnson, M.D., San Francisco. 


THs paper is based on the review of forty- 

two cases of traumatic rupture of the kidney 
that have been treated on the urological service of 
the Los Angeles County General Hospital since 
1929. These clinical records include all cases of 
hematuria of traumatic origin that possessed two 
or more of the so-called classical symptoms (hema- 
turia, pain, muscular rigidity, tumor, and ecchy- 
mosis), referable to the kidney area. There were 
fourteen cases in which a presumptive diagnosis 
was made from the symptoms, and twenty-eight 
cases in which a positive diagnosis was made either 
by cystoscopy, ureteral catheterization, retrograde 
pyelography, intravenous urography, or autopsy 
findings. 

It is not the purpose of this paper to discuss 
the literature, which is far too voluminous to be 
adequately covered in such a communication, nor 
to dwell on individual case histories, nor to boast 
of or excuse mortality statistics which, as a matter 
of fact, conform closely to many others which 
have been published, with reference to etiology, 
theories of cause for rupture of the kidney, symp- 
toms, complications, pathology, and end-results. 

There are, however, several salient factors of 
clinical importance with reference to symptoms, 
diagnosis, treatment, complications, and results 
that I wish to emphasize appropriately as I ana- 
lyze these aforementioned topics, since they are a 
necessary part of the clinical picture presented by 
these types of cases. 


ETIOLOGY 


The oldest patient was 64 and the youngest 
three years. The average was 25.6 years. There 
were thirty-eight males and four females. Twenty 
cases involved the right side, and twenty-two the 
left side. 

Nature of the Injuries—The injury to the 
kidney was often variable and disproportionate 
to violence: 


1. Direct force. 


Sudden severe external trauma to the loin, over 
the kidney, and falls, striking upon the back or 
abdomen; crushing force, as when run down 
by, or in overturned, automobiles (twenty-eight 
cases ). 


2. Indirect force. 


Falls of the body landing upon the head, feet, 
buttocks, that is, without direct trauma over the 
kidney area (three cases) : 


(a) A child, aged 8, fell while playing and fractured 
a rib and suffered a contusion of the kidney. 


*From the Urological Service, 
General Hospital. 


*Read before the Urology Section of the California 


Medical Association at the sixty-second annual session, 
Del Monte, April 24-27, 1933. 


Los Angeles County 
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(b) A man fell six feet, struck on his buttocks. A 
urologic study disclosed a rupture of the lower pole 
of the kidney. 

(c) A woman, while intoxicated, jumped out of a 
second-story window and fractured the rami of the 
pelvis. The injury to the kidney was a contusion. 

3. Kicks or blows over the kidney. 


(a) Three cases attributed their injuries of the kid- 
ney to kicks over the loin while playing football. 

(b) Blows over the kidney (two cases): one was 
struck over the kidney while boxing, and the other 
was struck in the loin by the elbow of a team mate 
while playing football. 


4. Penetrating or puncture wounds. 
There were three gunshot and two stab wounds. 
5. Sudden muscular contraction. 


A school boy, aged 13, jumped over the fence 
and ruptured the upper pole of a hydronephrotic 
kidney. ' 

PATHOLOGY 


In this series of cases all of the discernible 
tears were transverse to the long axis of the 
kidney. There were, apparently, thirteen intra- 
capsular contusions or tears, nineteen transcap- 
sular, five multiple (pulpification), four tears ex- 
tending into the vascular pedicle, and two patients 
that had coexisting renal disease. The extent of 


TasLe 1.—Outlining Nature of the Injuries 


1. Location of the injuries: 


Intracapsular injuries 
Transcapsular injuries 
Co-existing renal disease ... 
Location not stated 


. Location of the single tears: 


Lower pole 
Upper pole 
Middle portion 


. Location of the multiple tears: 
(Pulpification) 


. Tears involving pelvis 
Tears involving ureter .... 
Tears involving pedicle 
Tears involving peritoneum 


the injury did not depend upon the trauma pro- 
ducing it, nor upon the manner in which it was 
applied. The ruptures extended to varied depths 
into the kidney tissue, sometimes on the anterior 
and again only on the posterior surface. The 
edges of the rupture were frequently stellate, and 
it was usual to find one extremity, an upper or 
lower pole, ruptured or torn free from the kidney ; 
or the kidney may be bisected, trisected, or pulpi- 
fied. The tears showed a tendency to follow the 
embryologic lines of development of the kidney. 


SYMPTOMS 


The symptoms of traumatic rupture of the kid- 
ney are shock, pain in the region of the kidney, 
tenderness over the costovertebral angle, muscular 
rigidity, hematuria, and abnormal mass in the loin, 
and ecchymosis. The symptoms were significant, 
but variable and inconstant. 

1. Shock was present in eighteen, and absent 
in twenty-four cases; when present it was mild, 
severe, transitory, or delayed. 

2. Pain was present in thirty-seven cases. It 


_was limited to the loin on the injured side (twelve 
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cases) ; limited to the loin and abdomen on the 
injured side (twenty-five cases) ; and to the loin, 
abdomen, and chest (five cases). It usually sub- 
sided after a few days. 

3. Tenderness in the costovertebral angle was 
present in all patients who complained of pain. 

4. Muscular rigidity was present in the loin of 
the injured side in every case, and over the cor- 
responding side of the abdomen (twenty cases) ; 
and it was general over the abdomen (ten cases). 
Often it was more marked in the upper quadrant 
of the injured side (twelve cases), or in the lower 
quadrant (eight cases). 

5. Hematuria was present in thirty-nine cases, 
undetermined in one moribund case, and absent 
in two cases. It was delayed in three, intermittent 
in eight, transitory in seven, and found by micro- 
scopic examination in two cases. Three cases had 
retention of urine, and catheterizations revealed 
bloody urines which contained clots. 

6. An abnormal retroperitoneal mass of vari- 
able size was present in nineteen, absent in seven- 
teen cases, and undetermined in six. 

7. Severe bruises, discoloration and ecchymosis 
(showing evidence of external violence), in the 
loin over the kidney injury, were present in seven- 
teen, absent in nineteen, and not recorded in six 
cases. 

There was no apparent relationship between the 
severity of the symptoms (aside from the shock 
and evidence of the loss of large ‘quantities of 
blood) and the amount of injury to the kidney. 
Although constant, frequent coexisting injuries 
obviated pain and muscular rigidity as character- 
istic symptoms. All other symptoms, including 
hematuria, were variable, inconstant, or confus- 
ing, and did not justify more than a presumptive 
diagnosis. Obviously, a urologic study is required 
to make a positive diagnosis of traumatic rupture 
of the kidney. 

DIAGNOSIS 


An immediate and as definite a diagnosis as it 
is possible should be made concerning the injury 
to the kidney, and whether there exists complicat- 
ing injuries ; and as much information as is possi- 
ble should be obtained regarding the uninjured 
kidney. 

In this series the most effective diagnostic pro- 
cedures were, viz.: 


1. A kidney, ureter, and bladder x-ray picture 
was done in thirty-six cases. It gave only sug- 
gestive evidence of a kidney injury in five cases, 
but added much valuable information in regard to 
fractures and coexisting renal disease. 


2. Observation cystoscopy was done in twenty 
cases, and furnished diagnostic information in all 
but two cases in which hematuria was absent. 

3. Catheterization of the ureters was done in 
fourteen cases (eleven times on the injured side, 
and four times on the opposite side) to rule out 
renal pathology, and eight times on both sides for 
urologic study. 

4. Retrograde pyelograms were done ten times, 
and showed definite silhouette of the opaque 
media into the perirenal tissues in six cases. 
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5. Intravenous pyelography was attempted in 
fifteen cases. It furnished diagnostic information, 
V1Z.: 


(a) Satisfactory pyelograms for diagnostic pur- 
poses were obtained in two cases (13 per cent). 
(6) Valuable information regarding the un- 


injured kidney was obtained in eleven cases (73 
per cent). 


(c) In nine cases there was a negative shadow 
on the injured, and a positive shadow on the un- 
injured side (60.3 per cent). The examination 
was repeated in several cases, and the negative 
shadow on the side of the injury was found to be 
persistent until the kidney was well on its way to 
recovery. 


(d) In four cases, in severe shock, there were 
bilateral, indefinite negative shadows (26.6 per 
cent). In two of these cases, after shock had been 
obviated by blood transfusions and supportive 
treatment, intravenous urography revealed posi- 
tive shadows on the uninjured, and negative 
shadows on the injured side. 


(6) Indigo-carmin was used, intravenously, in 
nine cases. The appearance and concentration was 
normal from the uninjured side in all cases, but 
it showed variable delayed appearance and concen- 
tration on the injured side in seven cases. 


In no instance did ureteral catheterization have 
a detrimental effect (aggravation of hemorrhage, 
or infection), as is stated in several textbooks. On 
the contrary, ureteral catheterization and pyelo- 
graphic study aided to rule out two pathologic 
kidneys that had given a history of injury and 
complained of hematuria. An inlying catheter on 
the injured side (changed four times) enabled 
Doctor Day to treat expectantly and successfully 
a rupture of the lower pole of the kidney that 
showed definite extravasation of the opaque media, 
and had an abnormal mass in the loin of the in- 
jured side; complicated by a fracture of the 
seventh cervical vertebra, and a fracture of the 
femur. Incidentally, the same surgeon catheter- 
ized and treated with an inlying ureteral catheter, 
on the injured side, an apparent pyelonephritis 
(five times) in a male child three years old. Later 
this child developed a perinephritic abscess that 
was drained. The postoperative convalescence was 
uneventful. Subsequent follow-up notes indicated 
that there was no further trouble in the urinary 
tract. 


Intravenous urography is to be recommended 
as the most applicable and safest diagnostic pro- 
cedure available for the study of kidney injury. 
It is informative when properly interpreted, and 
when used under favorable circumstances. A fre- 
quent negative shadow on the side of the injury 
is diagnostic evidence, but does not furnish patho- 
logic information. Although infrequent, a positive 
shadow furnishes adequate diagnostic information. 

It is apparent that: 

1. The injury to the kidney causes a partial or 
complete temporary anuria. 


2. After kidney injury, edema impairs function 
sufficiently to lower the concentration below the 
amount necessary for a skiagraph. 
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3. The bilateral negative shadows, in the cases 
of severe shock, are due to lowered volume of 
blood in the kidney on account of the fall in blood 
pressure. 

COMPLICATIONS 


Serious complications were present in twenty- 
eight, and absent in fourteen cases. Their preva- 
lence and wide distribution stresses the impor- 
tance of complete examinations that include ade- 
quate differential roentgen-ray pictures for their 
detection. Immediate and appropriate treatment 
of the complicating injuries, in accordance with 
the principles and practice of surgery, are a neces- 
sity, for in many instances they are far more 
serious and add shock, infection, and mortality. 
(Two-thirds of the mortality in this series of 
cases was a result of the complicating injuries, 
and not the traumatic rupture of the kidney.) It 
should be remembered that complicating injuries 
of the brain, abdominal viscera, and chest may be 
latent in manifesting themselves. 


The most frequent complications were fractures 
(twenty—multiple, sixteen; single, four). They 
were as indicated in Tables 2 and 3. 


TREATMENT 


The treatment of each patient presents an indi- 
vidual problem that necessitates judgment and 
experience. A careful analysis of the patient’s 
general condition is a prerequisite whether the 
treatment selected is expectant or surgical. Severe 
shock or hemorrhage are manifested by a rapid, 
feeble pulse, low blood pressure, low red cell 


count, and low hemoglobin. In this series of cases 
a persistent low systolic blood pressure (less than 
100), a red cell count under 4,000,000, or a hemo- 
globin under 60, called for an immediate blood 
transfusion and supportive treatment with intra- 
venous and subcutaneous fluids. Eight cases had 
one blood transfusion and two cases had two 
transfusions; in all favorable cases this obviated 
shock and improved the patient’s general condi- 
tion noticeably. Three of the surgical patients died 
from complicating injuries. 

The white cell count was exceedingly high 
(lowest 8,400, highest 26,000, average 17,600), 
and accompanied by a corresponding high ‘poly- 
morphonuclear count, average 87.2 per cent. Two 
other fatal cases had white cell counts of 2,760 
and 3,600, with no increase in the polymorpho- 
nuclear count, which should not be mistaken for 
signs of intra-abdominal bleeding or infection. 


TasLe 2.—Kinds of Complicating Injuries 


A. Fractures: 
Skull (basal) 
Bones of face 
Seventh cervical vertebra 
Dorsal vertebra 
Transverse processes of lumbar 


. Injury to viscera: 
Various visceral injuries 
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TasLe 3.—Other Complicating Injuries 


Rupture of esophagus 

Rupture of duodenum .... 

Rupture of liver ............. a 
Gunshot wounds ......... 
Rupture 

Gunshot wounds of stomach 

Gunshot wound of pancreas 

Peritoneal tears—G. S. W. 

Subdiaphragmatic pleurisy 
(Traumatic origin) 

Hemothorax 

Pneumothorax . 


Rupture of the lung 


EXPECTANT TREATMENT 


Expectant treatment with repeated blood pres- 
sure readings and hemoglobin determinations, 
every one or two hours, are the safest guides to 
the progress of the case, and the most definite 
indications for surgical intervention. 


Thirty-one patients were treated expectantly. 
The convalescence was uneventful in twenty-three, 
septic in six, and two died from shock and hemor- 
rhage, one as the result of a ruptured duodenum 
and mesenteric artery, and the other from rupture 
of the lung, bisection of the kidney, and frac- 
ture of all of the right ribs. The cases that had 
a septic temperature were treated expectantly, be- 
cause complicating injuries made it necessary to 
modify the treatment. 

Recurrent hemorrhage or infection were the 
indications for abandoning the expectant for 
surgical treatment in four cases; and each case 
had an uneventful postoperative convalescence. 
The average hospital stay was twenty and eight- 
tenths days for the expectant cases. The mortality 
was 3.3 per cent. 


CONSERVATIVE SURGERY 


Surgical intervention is indicated whenever 
there is evidence of primary or secondary un- 
controllable hemorrhage, sepsis, or urinary ex- 
travasation into the retroperitoneal tissues. The 
surgery should be as conservative as is consistent 
with the exigencies of the case; and it should not 
be done too soon nor too late. 


Conservative surgery was done on six cases: 


1. One case had evacuation of clots, and a tear 
in the lower pole of the kidney was closed with 
mattress sutures. The convalescence was unevent- 
ful and the patient left the hospital in sixteen 
days. 

2. One patient, admitted eleven and one-half 
hours after an automobile accident, was coma- 
tose, the blood pressure was 98/72, temperature 
100, pulse 160, respiration 32, the red cell count 
3,240,000, and hemoglobin 56. After a blood 
transfusion the temperature was 100, pulse 120, 
respiration 22, and the blood pressure 118/74. 
Surgery was indicated for severe and uncontrol- 
lable hemorrhage. At operation a huge hematoma 
extending from the diaphragm to the pelvis was 
evacuated. The lower pole of the kidney was 
found to be completely severed and there was 
active arterial bleeding from the region of the 
pelvis. The bleeding was arrested by ligation, and 


_the lower pole was approximated to the kidney 
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with mattress sutures. The patient died on the 
operating table. 

3. One patient who was treated expectantly for 
thirty days developed an abscess in the lower pole 
of the kidney that was excised, and the cut edges 
approximated with mattress sutures. The conva- 
lescence was uneventful and the patient left the 
hospital in forty days. 

4. One child, aged three, was treated expect- 
antly for kidney injury. He developed a peri- 
nephritic abscess that necessitated drainage, and 
a rent in the lower pole of the kidney was verified 
at operation. The symptoms were masked in this 
case by the development of an acute pyelonephritis 
in the injured kidney that required five ureteral 
catheterizations for treatment, and the chicken- 
pox which-obviated adequate treatment while the 
child was isolated. He recovered after ninety 
days’ hospitalization. The follow-up notes dis- 
close no urinary trouble, nor discomfort in the 
area of the injured kidney or bacteriuria. 

5. One case with rupture of the lower pole 
of the kidney had an exploratory laparotomy in 
general surgery. His complaint on admission con- 
tained three of the classical symptoms of trau- 
matic rupture of the kidney, in addition to gross 
hematuria, that was persistent and continuous for 
thirty days. In this period the patient had two 
urologic consultations, but no cystoscopy or urog- 
raphy. After sixty days the patient became septic, 
a retrograde pyelogram revealed diffuse extra- 
vasation of the media into an infected hem- 
atoma in the region of the lower pole of the 
kidney. At operation, in addition to an infected 
hematoma, an area of necrosis around a tear 
in the lower pole of the kidney was excised. 
A nephrotomy tube was placed in the kidney 
pelvis and the hemorrhage controlled with mat- 
tress sutures. The postoperative convalescence 
was uneventful, arid the patient left the hospital 
in twenty-two days. 

6. Treated expectantly for three days, but the 
tumor in the loin increased in size and the patient 
developed a septic temperature. Operation: In- 
cision, evacuation of clots, drainage for extravasa- 
tion of urine and packs to tear in the lower pole 
of kidney for control of hemorrhage. Convales- 
cence uneventful and the patient left the hospital 
after sixteen days. 


RADICAL SURGERY 


Nephrectomy was done on five cases: 

1. Rupture of the upper pole of the kidney 
with congenital hydronephrosis in a child, aged 
thirteen, had evidence of severe and uncontrol- 
lable bleeding; sepsis, and large abnormal mass 
in the loin. Transfusion. Nephrectomy. Conva- 
lescence uneventful. 

2. Stab wound, involving the upper pole of the 
kidney. Explored in private hospital four days 
previous to admission. Had three severe recur- 
rent hemorrhages. Nephrectomy for severe and 
uncontrollable hemorrhage. There was marked 
necrosis in the wound in the kidney that involved 
most of the upper pole. Convalescence unevent- 
ful, and the patient left the hospital in thirty-two 
days. 
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3. The patient was treated expectantly for sixty 
days because of complicating injuries, but de- 
veloped severe and recurrent hemorrhage and 
septic temperature. At operation an infected hem- 
atoma, urinary extravasation, and marked necrosis 
involving the lower pole of the kidney necessitated 
a nephrectomy. 

4. A case of pulpification of the kidney re- 
quired a nephrectomy for uncontrollable hemor- 
rhage. The patient developed a septic postoper- 
ative temperature, suppurative cervical adenitis, 
and a peritonsillar abscess, and died after twenty- 
two days. At autopsy a rupture of the esophagus 
and a mediastinal abscess was discovered to be 
the cause of death. The nephrectomy wound had 
healed. 

5. Admitted from an outside hospital with his- 
tory of multiple fractures, exploratory laparotomy, 
incision and drainage of loin for evacuation of 
a hematoma and urinary extravasation. Had a 
urinary sinus that closed after three months, but 
developed pain in the right loin and right upper 
quadrant after two months, and a hematuria for 
the past three days. Urologic study revealed an 
occlusion of the ureter, on the injured side, 25 
centimeters from the orifice. The opposite kidney 
was normal. At operation a marked fibrosis of 
the perirenal tissues made it impossible to dissect 
out the pedicle. An extracapsular nephrectomy 
was done by placing the clamps across the pelvis 
and ligating with a suture ligature after the tech- 
nique of MacGowan and Parker. The ureter was 
apparently intact, but had been occluded by fibro- 
sis and perinephritis. 


RESULTS 


There was a total of ten deaths in this series 
of forty-two cases (23.8 per cent). In but four 
cases should the cause of death be attributed to 
traumatic rupture of the kidney (9.5 per cent). 


A. Cause of Death—Rupture of the Kidney. 

1. A case of pulpification of the kidney was 
moribund on admission, because of exsanguina- 
tion, and the patient died before he could be 
treated. 

2. One patient was treated expectantly on ac- 
count of suspected complications ; died from shock 
and hemorrhage, which the autopsy revealed to be 
due to rupture of the kidney. 

3. One patient, comatose, exsanguinated and 
in extreme shock, was found to have a complete 
severance of the lower pole of the kidney at oper- 
ation. Died on the operating table. 

4. The patient was exsanguinated and in severe 
shock on admission. He did not respond to a 
blood transfusion and active supportive treatment. 
He died in seven and one-half hours from shock 
and hemorrhage. The autopsy findings were a 
fracture of all of the right ribs, rupture of the 
lung, hemothorax (500 cubic centimeters), a large 
retroperitoneal hematoma, bisection of the kidney, 
and a tear involving the vascular pedicle. 


B. Cause of Death—Complicating Injuries. 


1. Rupture of the kidney was treated expect- 
antly. The cause of death, as reported by the 
coroner, was due to shock and hemorrhage follow- 
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ing rupture of the duodenum, mesenteric artery, 
and fracture of the rami of the pelvis. 

2. Pulpification of the kidney; patient died 
twenty-three days after nephrectomy. Cause of 


death: rupture of the esophagus and mediastinal 
abscess. 


3. Rupture of the liver and pulpification of the 
kidney. Patient dying when admitted. 

4. Pulpification of the kidney and basal skull 
fracture. Dying when admitted. 

5. One case diagnosed as rupture of the lower 
pole of the kidney and suspected internal injuries. 
Not treated. Transferred to a private hospital, 
and died of peritonitis. 

6. Gunshot wound of the stomach, pancreas, 
pulpification of the upper pole of the kidney. 
Laparotomy was done for repair of intra-abdomi- 
nal injuries. The kidney condition was treated 


expectantly. The patient died of peritonitis. 
1930 Wilshire Boulevard. 


DISCUSSION 


Cuartes Pierre Matué, M.D. (450 Sutter Street, 
San Francisco).—We are indebted to Doctor Schenck 
for his timely contribution on traumatic rupture of the 
kidney, in which he emphasizes salient points that 
enhance its diagnosis and its successful treatment. He 
points out that difficulty of diagnosis is often due 
to obscurity of symptoms. Hematuria has been con- 
sidered as pathognomonic of rupture of the kidney; 
yet this cardinal sign is variable and is likely to be 
absent, particularly if the tear does not involve the 
kidney pelvis, collecting tubules or calices. Rupture 
of the parenchyma usually results in extravasation of 
blood into the renal loge, which is either confined 
within the limits of the perirenal fascia, giving rise to 
more or less grave symptoms, or finds its way into 
the renal pelvis or peritoneal cavity, resulting in rapid 
death by exsanguination. Rupture of the pelvis, one 
of the major calices or ureter, is followed by extrava- 
sation of urine into the renal fossa; this invariably re- 
sults in the formation of an abscess which may be 
limited within the confines of the renal fossa, or may 
perforate into the peritoneal cavity or lung, causing 
grave symptoms and sometimes death. In many cases 
an accurate diagnosis can only be made by a com- 
plete urologic study, consisting of ureteral catheteri- 
zation, urography, including retrograde and intrave- 
nous pyelography, or functional kidney studies, etc. 
I am glad to see that the essayist does not hesitate 
to investigate the case of the patient in whom the 
diagnosis of ruptured kidney is doubtful, and states 
that which all progressive urologists should assume, 
namely, that ureteral catheterization does not aggra- 
vate hemorrhage nor favor infection. In some in- 
stances, the ureteral catheter permits one to drain the 
pelvis and relieve hematuria due to minor ruptures of 
the pelvis or parenchyma. 

I wish to point out the fact that a kidney which 
has been weakened by stone formation, hydronephro- 
sis, chronic nephritis, pyelonephritis, tuberculosis, ab- 
scess formation, tumor, infarct or aneurism, is more 
readily ruptured than the healthy organ. The slightest 
blow may cause rupture of the weakened diseased 
organ. These sometimes rupture spontaneously, and 
recently I reported six such cases. 

There is no question that a goodly number of rup- 
tured kidneys heal without causing subsequent trouble 
or resulting in permanent damage to this organ. In 
others, extravasation of urine and blood in the peri- 
renal tissues is followed by resolution, resulting in 
perinephritis with fibrosis of the perirenal fat, which 
may involve and compress the ureter, and so cause 
obstruction and hydronephrosis. In others, rupture of 
a calyx may result in cystic dilatation of ‘the kidney, 
the calyx becoming walled off and losing its communi- 
cation with the renal pelvis—a condition which is 


RUPTURE OF KIDNEY—SCHENCK 345 


known as pseudohydronephrosis. Still more rarely, 
renal contusion results in the formation of aneurism 
of the renal artery or stone, the calculus being formed 
around a nucleus made up of a retained blood-clot. 
The treatment outlined by Doctor Schenck is 
rational, and calls for keen judgment and experience. 
The choice between expectant treatment, conservative 
surgical measures and nephrectomy should be based 
on the findings of each individual case. In the late 
case of extensive injury complicated by infection, it 
might be well to do a two-stage operation, consisting 
of primary incision, and arrest of hemorrhage and 
drainage; and when the patient’s strength has been 
restored, to follow this by a secondary nephrectomy. 


& 
Epwarp W. Beacu, M. D. (Medico-Dental Building, 
Sacramento).—In my opinion, the most exacting 


modern Aristarchus, after the example of his illustri- 
ous predecessor, must employ numerous asterisks and 
very few obelus in adjudging Doctor Schenck’s in- 
structive essay. 

This article is concise, yet comprehensive, in its 
review of these forty-two cases of kidney injuries, 
occurring at the Los Angeles General Hospital since 
1929. Certain aphorisms may be adduced after careful 
consideration of this paper. First, those concerning 
the occurrence of kidney injury; second, those con- 
cerning diagnosis; and third, those concerning its 
treatment. 

Kidney injury is much commoner than is usually 
supposed in these days of high-speed life and trans- 
portation. It varies in extent and degree, not always 
proportionate to the exciting factor nor to the force 
applied. Apparently it respects no age limits, but is 
seen more often in the male during his prime years. 
And preéxisting kidney pathology courts injury. 

Accurate diagnosis 1s always a prerequisite to satis- 
factory management, but is always secondary to the 
general condition of the patient. Doctor Schenck 
rightly directs attention to the shortcomings of intra- 
venous urography when’ employed in these traumatic 
kidney injuries, the very group most tempting for 
skiodan. Absence of any shadow, disappointments, 
and erroneous conclusions are all too frequent a re- 
ward for one’s efforts in this field. Since the average 
urologist possesses neither the perception of Zadig nor 
the ivory tube of Prince Ali, I feel that, whenever 
possible, a retrograde pyelogram in this type of case 
is obligatory. By this means alone is one sure to 
obtain a definite and concrete portrait of the location, 
extent and position of the injury. In skilled hands, 
with the use of the manometer, the danger is slight, 
and the knowledge gleaned therefrom more than com- 
pensates for the risk. Extravasated pyelographic media 
are seldom provocative of difficulties and are quickly 
absorbed. Only this method affords positive and scien- 
tific evidence, and it therefore takes precedence over 
any and all presumptive signs. 

Treatment must always take cognizance of shock 
and concomitant injuries. Rarely does hematuria cause 
death, unless the pedicle is torn or the kidney pulpi- 
fied; and then shock often closes the picture before 
the surgery is reached. With accurate knowledge of 
the injury, expectant conservatism is usually the best 
policy. If the bleeding persists, if the mass in the 
loin increases, if urinary extravasation is suspected 
because of a tear through a salyx, or if there is an 
obstruction below in the ureter, then surgical inter- 
vention is justifiable and necessary. 

Through the efforts of urologists, the attention of 
the general surgeon has been directed toward kidney 
possibilities in all accident cases; and today the sur- 
geon is alert and watchful for this pathologic entity. 
Moreover, because of the urologist’s studies, he knows 
how to cope with this accident when it is encountered. 


& 


Crark M. Jounson, M.D. (384 Post Street, San 
Francisco).—Doctor Schenck has presented an un- 
usually large and carefully studied group of patients 


with rupture of the kidney. 





346 CALIFORNIA AND WESTERN MEDICINE 





eo San eS SEN RI 
































































































































































































































































































It is apparent that there are two general groups 
of cases: (1) Those complicated by other injuries. 
(2) Those with only renal injury. In the first group 
of complicated injuries, there are two main types— 
(a) bone, and (b) visceral injuries. 

The bone injuries are usually evident and offer no 
great difficulty in differential diagnosis. The second 
group with complicating visceral injuries taxes the 
combined judgment and skill of the emergency sur- 
geon and the urologist. I refer particularly to injury 
of the liver and spleen. In a much smaller series of 
cases at the San Francisco General Hospital, of ten 
cases of renal rupture with complicating injuries there 
were three ruptured spleens and one ruptured liver, 
with rupture of the left and right kidney, respectively. 
In this group, also, should be included cases of intra- 
peritoneal rupture which are rare and equally rarely 
successfully diagnosed. The speaker has pointed out 
the methods and difficulties of diagnosis. The conclu- 
sions for this group of cases are only these: In cases 
of injury with abdominal signs and symptoms plus 
shock and hemorrhage, abdominal exploration and ex- 
ploration of the renal fossae are mandatory. Prompt 
surgery and multiple transfusions are our only hope in 
such cases. 

In the second group, where the kidney only is in- 
volved, there is one important question: whether to 
intervene surgically or to treat the patient expectantly. 
Only from such large series of cases and personal 
experience can we answer the question in general, for 
each case presents its individual problem. ‘I should 
like to know Doctor Schenck’s reaction to the hy- 
pothesis that more radical surgery or, perhaps more 
aptly, earlier surgery, may result in greater conserva- 
tion of renal tissue with no increase in loss of life. 
To be more specific, too long delayed surgery in evi- 
dent rupture may result in irreparable infection and 
necessitate nephrectomy, while comparatively early 
surgery, after the period of shock is past, should de- 
crease our mortality and our nephrectomies. 
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INTRODUCTION 


ONE-DAY census of cases of venereal dis- 
ease, under observation or treatment by any 
authorized source in San Francisco, was made at 
the invitation of the city and state health authori- 
ties by the United States Public Health Service 
in cooperation with the American Social Hygiene 
Association. It is an integral part of a complete 
survey of the medical aspects of social hygiene 
in San Francisco. This city was selected as repre- 
sentative of conditions in the Pacific Coast region, 
in a series of prevalence surveys which have been 
made in various localities throughout the United 
States, including not only large metropolitan cities, 
*A report on the survey of venereal diseases in San 
Francisco made by the United States Bureau of Public 
Health Service in codperation with the Health Department 
of the City and County of San Francisco and with the 
approval of the California State Board of Health and the 
American Social Hygiene Association. Report made by 
Taliaferro Clark, Assistant Surgeon General, and Lida J. 
Usilton, Associate Statistician, U.S. Public Health Service. 
+ The entire field work involved in securing a one hun- 
dred per cent return of questionnaires in San Francisco 


was done by Samuel M. Auerbach of the American Social 
Hygiene Association. 
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such as New York City, Cleveland, Detroit, Balti- 
more, and New Orleans, but also extending from 
hamlets to entire states. In fact, the prevalence 
surveys to date include the sources of treatment 
charged with the maintenance of the health of 
20 per cent of the population of the United States. 


PURPOSE 


The experience gained throughout the com- 
munities in which these one-day census surveys 
have been conducted has emphasized the sound- 
ness of making this particular type of survey the 
primary step in the planning of an effective cam- 
paign for the control of venereal diseases. Until 
the inauguration of the one-day census in the field 
of venereal diseases, most indices of the infected 
population showed so wide a range as to render 
them unreliable. However, there has been such a 
marked similarity in the rates established through 
these surveys that, if given the treatment facili- 
ties—the social and economic status of a com- 
munity, with the general census data of age, sex 
and race distribution—it is possible to foretell 
with a fair degree of accuracy the probable preva- 
lence rate for venereal diseases in a particular 
community. Using this rate of the spread of the 
venereal diseases in the general population as a 
base, the effects and duration of these diseases 
could be converted into more definite statements, 
and would form the base line from which to deter- 
mine the trend of the venereal diseases in the 
future. 

While the results of the present survey are en- 
tirely comparable with those of the surveys previ- 
ously made, San Francisco does have one feature 
which is not common to any of the other com- 
munities, and that is the size of its Chinese, Japa- 
nese, and Mexican population. Here is found the 
largest Chinese center in the United States, with 
a death rate that is almost three times as high as 
that among all the other races. An effort will be 
made to analyze the extent to which syphilis plays 
a part in this high death rate. 


METHODS OF SURVEY AND DEFINITIONS 
OF TERMS USED 


A one-day census of venereal disease is made 
by reaching all treatment sources authorized to 
care for the sick, and requesting data as to the 
number of persons under treatment or observa- 
tion for a venereal disease on any one day; the 
date of the present survey having been August 1, 
1931. These data are indicated by sex and race 
of the patient, and by the stage of the disease at 
which the patient reported for treatment. The 
rate based on these data is known as the preva- 
lence rate per 1,000 population for the given com- 
munity. In addition to these data, information 
was sought as to the number of cases reporting 
for treatment of the present infection to any 
source for the first time. The rate thus estab- 
lished is known throughout this report as the inci- 
dence of the disease, 7. e., the number of first- 
time admissions for the treatment of the present 
infection. 

In the interest of uniformity of reporting, and 
realizing that in some instances exact information 
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TABLE 1.—Source of Reports and the Number of Cases of Venereal Disease Under Treatment or Observation in 
San Francisco, California, on August 1, 1931 


Source of Reports Number Number 
Reporting 


No Cases 
1,081 
859 


of 
Reports 


Other private practitioners 
Clinics 

Hospitals = 
MII caicicienseencicconcecccenonece 


would be difficult to obtain, the stage of infection 
on seeking treatment was defined as “early” syphi- 
lis for the cases in which not more than one year 
had elapsed since the date of infection; “late” 
syphilis, for all cases in which more than one year 
had elapsed since the date of infection; for gonor- 
rhea, “acute” cases are those in which less than 
three months had elapsed since the date of infec- 
tion, and “chronic” for those cases in which more 
than three months had elapsed since the date of 
infection. Throughout the survey, the groups 
have been divided so as to show the whites sepa- 
rately from the other races. In San Francisco the 
majority of the “others” includes Chinese, Japa- 


nese, and Mexicans, there being comparatively 
few negroes.* 


DISTRIBUTION OF PATIENTS BY TREATMENT 
SOURCES 


There were 1,649 sources of treatment in San 
Francisco, all of which reported, making a 100 
per cent return of questionnaires. Eighty-three 
per cent were physicians, 38 per cent of whom had 
one or more cases under treatment. In Table 1 
it will be noted that, in addition to the 1,374 phy- 
sicians, there were also 176 other practitioners, in- 
cluding osteopaths, naturopaths, chiropractors and 
other drugless practitioners, 8.5 per cent of whom 
reported one or more cases under treatment; in 
fact, these practitioners had one per cent of the 
total number of cases reported. The public clinics 
had under treatment 34 per cent of the total cases. 
Approximately two-thirds of the physicians did 

+San Francisco is, according to the 1930 Census, a city 
of 634,394 people, of whom 47 per cent are male and 53 
per cent female. Of the total number, 70 per cent are 
native white people, 24 per cent are foreign-born white, 
and 0.6 per cent are negro. The remaining 5.6 per cent 
are of “other races,’’ including 2.6 per cent (16,303) Chi- 


nese, one per cent (6,250) Japanese, and 1.2 per cent 
(7,922) Mexicans. 


Number 
Reporting 
One or 
More 
Cases 


Per Cent 
Reporting 
One or 
More 
Cases 


Percentage 
of Cases 
Reported 
by Each 

Source 


Total 
Number 
of Cases 
Reported 


568 \s 7,105 
4,321 

71 

2,398 


225 
90 


not treat, or at least did not report having under 
treatment, any cases of venereal disease at the 
time of the census. The fact that 8 per cent of 
the physicians had two-thirds of the private prac- 
tice cases under treatment indicates that a number 
of physicians were specializing in the treatment 
of venereal diseases, especially syphilis. This may 
partly account for the fact that 7 per cent of the 
patients under treatment in San Francisco did 
not reside in the city. 


INFLUENCE OF RACE AND SEX ON PREVALENCE 
RATES PER ONE THOUSAND POPULATION 


In Tables 2 and 3 the cases of venereal disease 
are divided so as to show the distribution by sex 
and color of the patient, and by the rate per one 
thousand population of patients under treatment 
for syphilis or gonorrhea. The venereal disease 
prevalence rate for San Francisco is 11.2 per one 
thousand. The rate for syphilis is 6.2, and that 
for gonorrhea 5.0. This rate for syphilis, higher 
than for gonorrhea, has been found true in other 
communities surveyed, and is largely due to the 
comparatively greater duration of the treatment 
for syphilis. Among the white population the 
proportionate number of syphilitics under treat- 
ment exceeded those of the Chinese, Japanese, 
and Mexican races. However, the gonorrhea rate 
is slightly higher among “other” races than it is 
for the whites. Strangely enough, the low syphilis 
rate among the “other” races is due entirely to 
the low rate in the males. The rate for syphilis 
among the females in the Chinese, Japanese, and 
Mexican races is more than one-half as high again 
as that among the white females. It is interesting 
to note that the males seek treatment earlier for 
their syphilitic infection than do the females, and, 
furthermore, among both sexes the white popula- 


TasLe 2.—Total Number of Cases of Syphilis and Gonorrhea Under Treatment or Observation in Private Practice 
and in Public Clinics, Hospitals and Institutions, and the Case Rates per 1,000 Population, 
by Sex and Color, in San Francisco, California, on August 1, 1931 


Total 
Diagnosis 


Females 


Total cases under treatment: 
Syphilis and gonorrhea 
Syphilis 
Gonorrhea 


Case rates per 1,000 population: 
Syphilis and gonorrhea . ie 
Syphilis 
Gonorrhea 


Other Color 


Both 


Sexes Males | Females | Sexes Males | Females 


202 
206 
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Taste 3.—Case Rates per 1,000 Population for 
Early and Late Syphilis, and for Acute and Chronic 
Gonorrhea, for Males and Females of Both Colors, 
as Indicated by the Total Number of Cases Un- 
der Treatment or Observation, 
California, on August 1, 1931. 


in San Francisco, 


Diagnosis 


Other Oth 
Total | White| Color | Total | White 


Syphilis .... 
Early .... 


Gonorrhea 
Acute .... 
Chronic.. 





tion comes to treatment earlier than do the “other” 
races. These facts are brought out in Table 3. 
Proportionately more patients seek treatment for 
gonorrhea in the acute stage among both sexes 
and races than do so for early syphilis. 


CASES NOT UNDER TREATMENT BY LICENSED 
PRACTITIONERS 


During this survey the American Social Hy- 
giene Association made an effort to determine the 
number of persons with a venereal disease infec- 
tion who sought treatment from other than an 
authorized medical source.t The results of this 
effort revealed that out of 335 drug stores in San 
Francisco, 102 reported having 1,868 requests in 
a single month for remedies for self-treatment of 
syphilis or gonorrhea. Based on the experience 
of these 102 druggists, it is estimated that there 
are approximately 5,700 persons who applied to 
all druggists in San Francisco for this type of 
treatment in a month. Thus, more than twice as 
many persons sought treatment from drug stores 
as applied to a qualified medical source for treat- 
ment of the infection. This does not include the 
number of persons who sought no treatment, or 
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who went to quacks, or to unprofessional prac- 
titioners such as Chinese herbalists, or local “wise 
women,” or who secured remedies for self-treat- 
ment from “mail-order specialists” and remedy 
companies located outside the city. This condition 
of seeking unauthorized medical care for the treat- 
ment of venereal diseases has been found to exist 
in other large cities which have been surveyed, 
notably in Chicago, New Orleans, and Philadel- 
phia. The inefficacy of this type of treatment is 
constantly apparent from the large percentage of 
these patients who ultimately come to the public 
clinic for treatment, stating that before coming 
to the clinic they resorted to drug-store aid or 
self-medication. Of 135 patients interviewed in 
two clinics, 52.6 per cent stated that they had 
sought such treatment before coming to the clinic. 
A measure of the educational attitude of the aver- 
age individual with syphilis can be shown further 
through a report of interviews with 445 young 
men, seen in public places and on the streets. 
When asked in a casual way what one should 
do if infected with a venereal disease, 36 per cent 
suggested going to a drug store, 8 per cent sug- 
gested using some home remedy, 5 per cent ad- 
vised doing nothing at all (as the disease would 
disappear without any treatment), 6 per cent 
suggested going to herbalists, and 45 per cent 
suggested going to a physician or clinic. To sum- 
marize, 55 per cent suggested improper treat- 
ment, and 45 per cent treatment by qualified 
practitioners. 


PREVALENCE OF VENEREAL DISEASES IN 
OTHER LARGE METROPOLISES 


Among the twenty-five communities surveyed 
for the number of cases of venereal disease under 
observation or treatment as of any one day, there 
are five cities which, in one respect or another, 
resemble San Francisco. The prevalence rates for 
these individual communities are shown in Table 4. 


Tase 4.—Prevalence Rates for Syphilis and Gonorrhea per 1,000 Population Shown by Sex of the Patient, for 
Six Cities in the United States 


Both Sexes 


Cases Rates 


San Francisco: 
Syphilis and gonorrhea 
Syphilis 
IIE. eictsicsenesnenssinmicesiins 


St. Louis: 
Syphilis and eoenetien.. ne 
Sane sad 
Gonorrhea 


7,105 
3,959 
3,146 


13,383 
7,431 
5,952 


Baltimore: 
Syphilis and gonorrhea...... 10,707 
Syphilis 7,462 
Gonorrhea 3,245 


Portland, Oregon: 
Syphilis and gonorrhea 
Syphilis 
OE Ee 


3,242 
1,946 
1,296 


New Orleans: 
Syphilis and aeeraee sine 
Syphilis 
Gonerrhen 


Philadelphia: 
Syphilis and gonorrhea 
Syphilis 
Gonorrhea 








Females 


Cases 


2,155 
1,394 
761 


4,655 
2,900 
1,755 


4,176 
3,413 
763 


1,101 
678 
423 


1,458 
940 
518 


5,904 
3,639 
2,265 
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TABLE 5.—Percentage of Early and Late Syphilis, and of Acute and Chronic Gonorrhea, Under Treatment or 
Observation in Private Practice and in Public Clinics and Institutions, by Sex and 
Color, in San Francisco, California, on August 1, 1931 


s Both Sexes 

Diagnosis 
Other 
Total White Color 


Percentage treated in 
private practice: 
— een SIR ee 


Total gonorrhea 
Acute 
Chronic 


Percentage treated in 
public clinics, etc.: 
Total syphilis . 





Total gonorrhe 
ee 
RETIRE 


et 
ANS HOR 


San Francisco’s prevalence rate of 11.2 per 
1,000 population for venereal diseases is about 
midway in the rates for this group of cities. The 
two extremes are those of St. Louis, 15.8, and 
Philadelphia, 9.1 per 1,000 population. The rates 
for each of these cities are much higher in the 
male than in the female population, both for 
gonorrhea and syphilis. It is most interesting to 
note that in each of these large cities, where there 
is more or less adequate clinic care for those 
unable to pay for antiluetic treatment, there is 
some uniformity of prevalence rates not only for 
syphilis, but also for gonorrhea. Obviously, these 
rates represent the very minimum of the infected 
population. 


TOTAL PREVALENCE OF VENEREAL DISEASE 
IN THE UNITED STATES * 


Based on the number of cases of syphilis and 
gonorrhea under treatment or observation by the 
authorized treatment sources of approximately 
20 per cent of the population of the United States, 
it has been estimated that there are 643,000 cases 
of syphilis and 474,000 cases of gonorrhea con- 
stantly under treatment or observation, A re- 
survey of sixteen of the twenty-five communities 
originally surveyed revealed that there were more 
cases of syphilis under treatment after an interval 
of three years, and fewer cases of gonorrhea. The 
evaluators of these data interpret these changes 
in the prevalence rates in the triennial period as 
indicating that a greater number of individuals 
are seeking authorized treatment for their syphi- 
litic condition rather than that there is an actual 
increase in the number of persons freshly in- 
fected. However, before a true index of the trend 
can be established, several basic factors must be 
determined; otherwise these surveys are simply 
representative of the very minimum of infected 
population. For example, there must be some as- 
surance that most of the infected population have 
sought authorized medical care and remained 
under such treatment until adequately treated, and 
further, a whole series of resurveys covering the 
same territory must be made. 





Males Females 


Other 


Total White Color Total White 


Some alee 
Come how 


worl 
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PERCENTAGE OF VENEREAL DISEASE CASES IN 
PRIVATE PRACTICE AS COMPARED WITH 
PUBLIC CLINICS IN SAN FRANCISCO 


One of the most interesting phases of the sur- 
vey is the distribution of the cases of venereal 
disease in the public clinics and in private prac- 
tice, the details of which are shown in Table 5. 
There is practically an equal distribution of the 
syphilis patients under care in private practice as 
compared with those in public clinics among both 
the white and “other” races, whereas approxi- 
mately three-fourths of the gonorrhea patients are 
under private care. The only real departure from 
this distribution is among the female gonorrhea 
patients of the Chinese, Japanese, and Mexicans, 
where this three-fourths is reduced to two-thirds 
of the cases under treatment in private practice. 
When an analysis is made of the distribution of 
cases by stage of infection, much of this regu- 
larity disappears. Among the cases with early 
syphilis a higher percentage of the females are 
under treatment in public clinics than males, while 
twice as high a percentage of the females of 
“other” races seek treatment for early syphilis in 
public clinics than do the white females. These 
differences are not so great for the two racial 
groups for late syphilis. Among the patients with 
acute gonorrhea a higher percentage of the males 
of both racial groups are under treatment in pub- 
lic clinics than is true of the females. However, 
the distribution of the chronic cases of gonorrhea 
is quite different; the percentage of white males 
and females in public clinics is very nearly the 
same, but for the “other” races the percentage of 
females in public clinics is five times that of the 
males. 

It is interesting to note that San Francisco has 
fewer of its venereal disease cases in public clinics 
than have Baltimore, Philadelphia, Knoxville or 
New Orleans, where the proportion in public 
clinics is 72 per cent, 55 per cent, 52 per cent 
and 50 per cent, respectively, as compared with 
38 per cent in San Francisco. 
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TABLE 6.—Annual Incidence Rates per 1,000 Popu- 
lation for Early and Late Syphilis and for Acute 
and Chronic Gonorrhea, for Males and Females of 
Both Colors, as Indicated by the Number of New 
Cases Accepted for Treatment for the First Time 
During the Month of July, 1931, in San Francisco, 
California. 


Males Females 


Diagnosis 


Other 
Total | White] Color 


Other 
Total | White | Color 


Syphiiis ... 


Gonorrhea 
Acute .... 
Chronic.. 


INCIDENCE OF VENEREAL DISEASE IN 
SAN FRANCISCO 


In addition to studying the prevalence or number 
of persons who are constantly under treatment or 
observation, information also was collected as to 
the number of persons who came for treatment 
for syphilis or gonorrhea for the first time during 
the month of July, 1931. These admissions were 
listed as the first-time admissions to any treat- 
ment source for the present infection. Approxi- 
mately one-half of these persons on first admis- 
sion had old infections which were believed, in 
some instances, to have been reported erroneously, 
although the patient denied previous treatment. 
However, it is definitely known that there are 
many cases of both gonorrhea and syphilis where 
the patient goes through his primary and second- 
ary stage without any medical attention. In a 
recent study in which the history of infections 
among patients with latent syphilis was thoroughly 
analyzed, it was found that there were a number 
of cases of syphilis among the females where 
knowledge of the infection was completely lack- 
ing on the part of the individual until she sought 
treatment for some other disease, and was found 
under a routine test to be Wassermann-positive. 

The total annual incidence rate for venereal 
disease in San Francisco (including first-time ad- 
missions of chronic cases) is 47.9 per 1,000 popu- 
lation. The incidence rate for early syphilis is 
10.7, and for acute gonorrhea, 16.3. Based on the 
incidence rates for early syphilis and acute gonor- 
rhea, it is estimated that a minimum of 17,000 
fresh infections occur annually in San Francisco. 

In thirteen other cities of the United States * 
similarly surveyed for the incidence of venereal 
diseases, the rates per 1,000 population for acute 
gonorrhea and for early syphilis were higher in 
five cities and lower in eight than were the rates 
for San Francisco. It is of interest to note that 
in most instances the communities with lower 
rates were the large cities such as Philadelphia, 
New Orleans, Birmingham, and Baltimore, while 
the smaller cities such as Dallas, Huntington, 
Lexington, and Eldorado had the higher. The 
more adequate public clinic facilities in these 
metropolitan areas may in some measure account 
for the differences. 


In Table 6 the incidence data are shown in 
detail for San Francisco by sex and race of pa- 
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tients, and by stage of infection at the time of 
seeking treatment. Among the white syphilitics a 
larger proportion of males than females sought 
treatment early, whereas the reverse of this is true 
of the syphilitic Japanese, Chinese, and Mexicans. 
Regardless of the sex or race of the patients, 
more come to treatment for gonorrhea in the 
acute stage than wait until the infection becomes 
chronic. 
SUMMARY 

The prevalence survey in San Francisco differs 
from that of other communities in that it has a 
large Chinese, Japanese, and Mexican population. 

The prevalence rate per 1,000 population is 
based on the reports of 1,649 sources of treat- 
ment in San Francisco, 83 per cent of which were 
physicians. The public clinics have under treat- 
ment or observation 34 per cent of the total cases. 
Approximately two-thirds of the physicians did 
not have any venereal disease patients under treat- 
ment at the time of the survey; however, a num- 
ber of the physicians were specializing in the 
treatment of these diseases, particularly syphilis. 
This may account in part for the fact that 7 per 
cent of the patients under treatment in San Fran- 
cisco did not reside in the city. The venereal 
disease prevalence rate is 11.2 per 1,000 popula- 
tion, the rate for syphilis is 6.2, and for gonorrhea 
is 5.0. 

Among the white population the proportionate 
number of syphilitics under treatment exceeds 
that of the Chinese, Japanese, and Mexicans. 
However, the gonorrhea rate is slightly higher 
among the “other” races than it is for the whites. 
The syphilis rate is especially low among the 
males of the “other” races, while the rate among 
the females is more than one-half as high again 
as among the white females. 

The American Social Hygiene Association, which 
made an inquiry into the extent of quackery and 
the drug store treatment of venereal diseases, 
found during this survey that approximately 5,700 
persons applied to drug stores in San Francisco 
in a single month; thus more than twice as many 
persons sought treatment from a drug store for 
venereal disease as applied to a qualified medical 
source for treatment of their infection. Further 
data as to the number of such afflicted persons 
not seeking professional care were found among 
135 patients under treatment in two clinics, 53 per 
cent of which stated that they had sought such 
treatment before coming to the clinic. The edu- 
cational attitude of the average individual with 
syphilis can be seen from the report of interviews 
with 445 young men, 55 per cent of whom sug- 
gested improper treatment, while 45 per cent pro- 
posed a clinic or a qualified practitioner. 

The prevalence rates for San Francisco com- 
pare favorably with those of other cities of a com- 
parable size. 

Based on the number of cases of syphilis and 
gonorrhea under treatment or observation by au- 
thorized sources of treatment for approximately 
20 per cent of the population of the United States, 
it is estimated that 643,000 cases of syphilis and 
474,000 cases of gonorrhea are under treatment 
day by day. ; 
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There is practically an equal distribution of 
cases of syphilis between the private practitioners 
and the public clinic for both the white and “other” 
races, whereas approximately three-fourths of the 
gonorrhea patients are under treatment in private 
practice. However, when analysis is made of the 
distribution of cases by stage of infection, much 
of this regularity disappears, Among the cases of 
early syphilis a higher percentage of the females 
are under treatment in public clinics than males, 
and twice as high a percentage of the females of 
“other” races seek treatment for early syphilis 
in public clinics than do the white females. These 
differences are not so great for the two racial 
groups for late syphilis. Among the patients with 
acute gonorrhea a higher percentage of males of 
both racial groups are under treatment in the 
public clinic than is true of the females. 

It is interesting to note that San Francisco has 
fewer of its venereal disease cases in public clinics 
than Baltimore, Philadelphia, Knoxville or New 
Orleans, where the proportion in public clinics is 
72, 55, 52, and 50 per cent, respectively, as com- 
pared with 38 per cent in San Francisco. 

In determining the incidence of venereal dis- 
ease in San Francisco, it was found. that approxi- 
mately one-half of the persons reporting for the 
first time for treatment for the present infection 
were already in the late or chronic stages. How- 
ever, if an estimate is based on just the number 
of acute cases of gonorrhea and early cases of 
syphilis, it is found that a minimum of 17,000 
fresh infections occur annually. The incidence 
rate per 1,000 population for early syphilis is 10.7, 
and for acute gonorrhea 16.3. In thirteen other 
cities of the United States similarly surveyed, the 
incidence rates for early syphilis and for acute 
gonorrhea were higher in five of the cities and 
lower in eight than were the rates for San Fran- 
cisco. It is of interest to note that in most in- 
stances the cities with lower rates were the large 
cities such as Philadelphia, New Orleans, Bir- 
mingham, and Baltimore, while the smaller cities 
such as Dallas, Huntington, Lexington, and Eldo- 
rado had the higher rates. The more adequate 
public clinic facilities in these metropolitan areas 
may in some measure account for the differences. 

Among the white syphilitics a larger propor- 
tion of the males than females sought treatment 
early, whereas the reverse of this is true of the 
syphilitic Chinese, Japanese, and Mexicans. In 
each racial group a greater number come to treat- 
ment in the acute stage of gonorrhea than wait 


until the infection becomes chronic, 
Bureau of Public Health. 
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VENEREAL DISEASES—CLARK-USILTON 


DISCUSSION 


J. C. Geicer, M. D. (Director of Public Health, San 
Francisco).—Doctor Clark’s paper presents data that 
are of definite importance to those who are interested 
in the problem offered by the incidence of syphilis and 
gonorrhea. These data give more nearly a true picture 
of the actual incidence of these important diseases, for 
the reporting of both gonorrhea and syphilis, as re- 
quired by law and regulation, by number, is notori- 
ously inaccurate and incomplete. 

Existing conditions demand more attention than 
that given them, and they indeed present a constant 
challenge to the physician and the health official. 
Further progress in the control of all communicable 
diseases, and particularly in these diseases, lies in 
education. Police methods may have a role to play, 
but education and epidemiology are the procedures of 
intelligent approach. 

There is a truly rich opportunity afforded, to ac- 
complish certain aims at least, in the combination of 
forces by the physician and the pharmacist. The pa- 
tient comes to the pharmacy for assistance, and if the 
pharmacist is honest with himself and fair to the pa- 
tient the advice given is to “seek competent medical 
service.” There is no more dangerous form of 
“counter prescribing” than that done in the pseudo- 
treatment of syphilis and gonorrhea. 

An added point, emphasizing the need for educa- 
tional effort, is found in the fact brought out by Doc- 
tor Clark that treatment too frequently is sought rela- 
tively late in these diseases. If treatment is to be suc- 
cessful it is as important that it be instituted early in 
the course of the infection as it is that it be prolonged 
over considerable periods of time. 


we 


Rosert V. Day, M.D. (1930 Wilshire Boulevard, 
Los Angeles).—A striking observation of the authors’ 
is the fairly equal incidence of venereal diseases at 
any one time, or for a whole year, in widely separated 
cities of the same class in the United States. 

This paper does not readily lend itself to relevant 
discussion because of the fact that it represents, and 
limits itself, to actual findings with an ultra-conserva- 
tive minimum of discussion. However, some com- 
ments may be safely ventured. 

It is doubtful if all those sending in their reports, 
having no cases, have been overmeticulous. For ex- 
ample, 62 per cent of physicians reported no cases 
at all. It had been my impression that there is no 
such large percentage of regular physicians who do 
not treat venereal diseases to some extent, perhaps 
loath to make reports over their own signature. It is 
my further impression that the incidence of venereal 
diseases, especially gonorrhea, is considerably higher 
than indicated in the reports at San Francisco and 
other localities. It is surprising and gratifying, how- 
ever, that the authors were enabled to secure from the 
widely varying sources as complete data as they have. 
Human nature being what it is, such statistics are 
bound to understand the incidence of venereal disease 
and due allowance should perhaps be made for this 
probability. Indeed the authors several times employ 
the term “minimum” as applied to “incidence,” “preva- 
lence,” etc. Moreover, everyday experience shows 
that there are an enormous number of people with 
latent syphilis who have never even suspected it. 
Finally, there is abundant opportunity for improve- 
ment in treating and managing patients with venereal 
disease, both in private practice and in clinics. Treat- 
ment by pharmacists is a source of greatest danger 
and economic detriment to the patient, and should be 
outlawed. 

The large incidence of venereal disease among the 
female of “other races” is likely explained by the fact 
that males predominate, and that there is among the 
females a disproportionate number of prostitutes, reg- 
ular or clandestine. In case of the Chinese the fact 
that the Exclusion Act has been in force so long 
(since 1882) means that an enormous percentage are 
males over 50 years of age, many of whom contracted 
syphilis before the days of intensive intravenous and 
intramuscular injections, and consequently prone to 
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develop late tertiary manifestations of syphilis such as 
cardio-vascular disease, etc. Of course, under such 
circumstances one would expect syphilis to be a con- 
siderable factor in considering death statistics in this 
race in an American city. 

%& 


H. J. Tempreton, M.D. (3115 Webster Street, Oak- 
land).—This article brings out facts which cause us 
to think that the eventual control of syphilis will be 
greatly furthered by educational campaigns directed 
towards the public and the pharmacist, as well as the 
physician. 

That the public is sadly in need of instruction in 
regard to the proper treatment of syphilis is evi- 
denced by the high percentage (52 per cent) of pa- 
tients who had been improperly treated before apply- 
ing for clinic treatment, by the fact that 36 per cent 
of young men advised drug store treatment for venereal 
diseases, and also by the fact that one per cent of the 
patients were under the care of irregular practitioners 
who could not legally administer the necessary drugs. 

That the pharmacist is an important factor in the 
control of venereal diseases is brought out by the esti- 
mate that 5,700 persons applied to drug stores for 
treatment in one month. The modern conscientious 
pharmacist refuses “counter prescriptions” in such 
cases, and refers these patients to proper sources. 
But there are still too many patients telling us that 
their primary sores were treated by powders or styp- 
tics given them by their druggists. From the cold 
business standpoint the pharmacist should realize that 
there is much more profit from the sale of arsphena- 
min to the physician than from the proverbial “dime’s 
worth of calomel powder.” Pharmacists should be 
circularized with pamphlets of information in any 
anti-venereal campaign. 

Social and economic factors are largely responsible 
for the large number of patients (34 per cent) under 
treatment in public clinics. However,’it is my belief 
that many of these could be kept under treatment by 
their private physicians if the profession would con- 
sider more carefully the economic problems of the 
syphilitic patient. I have always thought that fees 
should be relatively low in such cases. This belief 
is based upon the knowledge that treatment for syphi- 
lis must be continued over a period of years in order 
to be effective. We must adjust our fees to make this 
possible for the patient of ordinary means. Particu- 
larly is this necessary in these times of financial stress 
and social change. If we permit our patients to be- 
come charges of the public clinics they are in great 
danger of acquiring the “clinic habit” and of demand- 


ing further clinic care even after their financial crises 
have passed. 


THE CHALLENGE OF ALLERGY IN MEDICAL 
PRACTICE 


By Avsert H. Rowe, M. D. 
Oakland 


_ Discussion by Samuel H. Hurwitz, M. D., San Fran- 
cisco; V. G. Alderson, M. D., Oakland. 


"THAT allergy may be the most frequent cause 

of human symptomatology becomes evident as 
a widening appreciation of its manifestations, and 
the frequency of its mild and chronic disturbances, 
occurs. Many of the allergic manifestations up 
to recent years were of unknown etiology, and 
afflicted patients were doomed to years of invalid- 
ism, pain, and vain searching for relief. It is safe 
to say that practically all individuals at some time 
during their lives have either brief or prolonged 
symptoms due to allergy. A recent survey by the 
writer of two thousand entrants at the University 
of California showed an incidence of a probable 
family history of allergy in 35 per cent, a personal 
history of probable allergy in 33 per cent, and a 
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familial and personal history of allergy in 18 per 
cent. These statistics present a minimal number 
of such symptoms, since allergic disturbances in 
infancy and childhood, and many mild ones in 
later life, are not elicited in routine history tak- 
ing. Therefore no physician can ignore allergy, 
since it causes symptoms necessary of recognition 
by the general practitioner and by every specialist. 
What should direct the physician’s suspicion 
toward allergy? The history is of paramount im- 
portance. Every patient must be questioned rou- 
tinely with the idea of allergy in mind. Thereby 
indications of an allergic disturbance, mild or 
severe, acute or chronic, may be uncovered quite 
apart from the main complaint of the patient. A 
record of the occurrence in the family history, 
including that of grandparents, father, mother, 
brothers, sisters, aunts and uncles, of any of the 
conditions commonly due to allergy, such as 
asthma, hay fever, recurrent bronchitis, head colds 
or sinusitis, hives, eczema, angioneurotic edema, 
recurrent headaches or migraine, and certain di- 
gestive disturbances should direct attention to an 
exaggerated predisposition to allergy. The occur- 
rence of any of these disturbances in the personal 
history of the patient indicates allergic suscepti- 
bility. In addition, a familial or personal history 
of food dislikes or disagreements points to the 
possibility of food allergy, while known suscepti- 
bility to animal emanations, dusts, pollens or other 
air-borne substances points to inhalant sensitiza- 
tions. The cyclic recurrence of symptoms, espe- 
cially when no definite pathology is present or 
where other types of therapy have failed in con- 
trol, should suggest the possibility of allergy. 


BRONCHIAL ASTHMA 


Bronchial asthma is usually due to food allergy 
in infancy and childhood.’ Inhalant allergies due 
to pollens, dusts, miscellaneous substances and 
fungi have to be considered with advancing age. 
The frequency of bacterial allergy as a cause of 
asthma is uncertain. It may be an occasional 
fundamental cause, though more likely it is sec- 
ondary. Though few patients are relieved by the 
use of vaccines alone, the possibility of bacterial 
allergy as the cause of some asthmas, intractable 
in type and unable to be relieved by therapy based 
on possible ingestant or inhalant sensitizations, 
must be studied. It is probable that the use of 
improved vaccines and bacterial products will in- 
crease our recognition of the bacterial types of 
bronchial asthma. 


Patients with any type of bronchial asthma must 
cooperate absolutely over long periods of time. 
Pollen-sensitive patients especially must be de- 
sensitized with representatives of all important 
groups of pollens to which allergy exists. Such 
treatment is best given continually for two to three 
years. Allergenic foods have to be excluded for 
months, and at times years before tolerance in- 
creases or returns. Environmental control and 


desensitization must be used conjointly in the 
eradication of animal emanation and miscellaneous 
allergies, including that to orris root and dusts. 
The production of bronchitis or asthma by allergy 
from fungi and yeasts occurs occasionally. 
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The recognition of equivalents of bronchial 
asthma challenges the physician. Allergists for 
many years have felt that spasmodic croup is often 
allergic. Recurrent coughs which are initiated by 
allergic reactions in the nose and sinusitis, sug- 
gesting an acute head cold, are frequently due 
to inhalant, and especially to food sensitizations. 
Coryzal symptoms, preceding bronchial or asth- 
matic attacks, have caused many patients as well 
as physicians wrongly to conclude that infectious 
colds are present which precipitate and cause the 
bronchial symptoms. 

The fact that fever is frequently due to food 
allergy, and may occur in other types of allergy, 
is not realized and is an added reason for the usual 
emphasis of infection as an hypothecated cause 
of asthma, especially in childhood. 

Thus food and inhalant allergies must be thor- 
oughly considered in every patient with recurrent 
bronchitis or asthma before bacterial sensitization. 
Wilmer? voiced the opinion of most allergists in 
stating that many patients are needlessly operated 
on for deflected septa, polyps, enlarged turbinates, 
and possible infection in antrums or ethmoids, be- 
fore exhaustive histories, studies and therapy from 
the allergic viewpoint have been done. Patients 
too often have tonsillectomies and nasal operations 
before allergic control. Bullen,* in a study of four 
hundred cases of sinus disease of at least one 
year’s duration, found asthma in only 12.25 per 
cent, and of these in only 8.75 per cent did the 
asthma start with the onset of the sinusitis or later. 
Asthma not infrequently is initiated after such 
surgery which is done on congested tissues result- 
ing not from infection but allergy. And the benefit 
derived from radical nasal and sinus surgery in 
those patients who fail to respond to prolonged 
present-day allergic therapy is too frequently dis- 
appointing. Such surgery should always be done 
in conjunction with a well-ordered and supervised 
control of possible allergies. 


HAY FEVER 


Seasonal hay fever in the spring, summer, and 
fall is usually due to pollen allergy. At times food 
allergy, or a special dust or animal emanation 
sensitization, may produce or complicate such 
symptoms. Patients frequently react to many pol- 
lens which are not productive of clinical allergy. 
However, they must be kept in mind as potential 
dangers. The skin-negative patient with pollen 
hay fever is met with not infrequently, which 
problem receives discussion later in this paper. 
Pollen allergy, moreover, may produce seasonal 
congestion, and occlusion of the nose and sinuses, 
without definite symptoms of hay fever. For the 
best results the physician should have an intimate 
knowledge of the flora where the patient lives. 
The fact that pollen may blow for hundreds of 
miles must be remembered in dealing with the 
hay fever of an occasional patient. 


NASAL AND SINUS ALLERGY 


The nose and throat specialist is confronted 
with the necessity of constantly differentiating be- 
tween allergy and infection in the nose and sinuses. 
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The edematous, boggy, glistening grey mucosa is 
quite pathognomonic of allergy as contrasted with 
the red, turgid membrane with the purulent dis- 
charge due to infection. Polypoid degeneration 
often arises in such allergic membranes. Even 
where demonstrated infection of the sinuses is 
present, especially in the chronic sufferers, allergy 
has to be considered as a possible fundamental 
cause. Vasomotor rhinitis is frequently due to 
allergy, and is relieved by the elimination of foods 
or desensitization to inhalants. Some are undoubt- 
edly due to bacterial allergy. A few are helped 
by vaccines and surgery, but the possibilities of 
food and inhalant allergies should be thoroughly 
considered before surgery is done. The demon- 
stration of mucous membrane swellings in the 
antra by x-ray, and especially by displacement 
technique does not necessarily indicate infection, 
since allergy not only produces edema of the mu- 
cosa of the nose, but of the antrums and sinuses, 
as emphasized by Proetz.* The cyclic or seasonal 
recurrence of symptoms, the pale, boggy, shiny 
mucosa, the absence of fever, sneezing and espe- 
cially itching, eosinophilia in the blood or nasal 
secretion, and a positive family or personal history 
of allergy, all point to possible hypersensitiveness 
as a cause of nasal and sinus congestion. 


GASTRO-INTESTINAL ALLERGY 


Increasing recognition of the frequency of food 
allergy as a cause of symptoms in the alimentary 
tract’ from the mouth to the anus is occurring. 
Canker sores and swellings of the membranes of 
the lips, cheeks, and tongue; spasmodic disturb- 
ances in the esophagus, stomach, and intestines; 
gastric distress and indigestion, diarrhea, mucous 
colitis, constipation, bowel irritability and anal 
pruritus are some of the conditions due at times to 
allergy. This etiology is especially likely if patho- 
logic findings are not present, and food allergy 
must be thoroughly considered before surgery is 
done. Many sufferers from gastro-intestinal al- 
lergy have been subjected to needless operations 
in the past. 

Anorexia, particularly in childhood, is frequently 
caused by allergic reactions in the stomach or in- 
testines, or possibly to a generalized toxemia aris- 
ing from food allergy. This cause of lack of 
appetite is not generally recognized. Food aver- 
sions are often protective, and when allergenic 
foods are eliminated, a normal desire for food 
arises for the first time in a child’s or adult’s ex- 
perience, and weight, strength and energy increase 
even when the required elimination excludes the 
supposed essential foods, wheat, milk, and egg. 

Recurrent attacks of vomiting, especially in child- 
hood, are frequently due to food sensitizations. 
They are usually equivalents of a later migraine. 
That the acidosis resulting from such vomiting is 
secondary to the allergic disturbances, rather than 
the fundamental cause of the symptoms, was origi- 
nally pointed out by Schloss.*® 

Since canker sores are frequently due to allergy, 
many students have suggested that peptic ulcer 


may at times also be due to allergy, resulting in the 
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Arthus phenomena. Ivy and Shapiro’ in this coun- 
try, and more recently several Italian investiga- 
tors * have accumulated experimental evidence in 
favor of this hypothesis. The writer has studied 
several patients with typical symptoms of ulcer 
which are due entirely to food allergy. Kern and 
Stewart ® have found that relief of symptoms 
from exclusion of reacting foods, as well as a fre- 
quent familial and personal history of allergy 
occurred in a series of thirty-two patients with 
peptic ulcer. 


Pains in various parts of the abdomen may be 
due to allergy and necessitate its consideration 
in all differential abdominal diagnosis. Graham *° 
lists allergy as a second consideration in the differ- 
ential diagnosis of cholecystitis. 


Allergic spasm and swelling of the intestinal 
mucosa may produce symptoms of intestinal ob- 
struction. Such symptoms may be associated with 
erythematous skin lesions, urticaria or angioneu- 
rotic edema of the skin, and even with purpura 
due to food allergy as described by Osler, who 
predicted that anaphylaxis would prove to be the 
etiology. 

That spastic constipation with or without mu- 
cous colitis is frequently due to food sensitization 
needs special emphasis. Spasm of smooth muscle 
and mucous discharge are the two important mani- 
festations of allergy, and the colonic tissues are 
logical locations for such reactions to food sensi- 
tization. Pain and soreness in the cecum and as- 
cending colon are especially frequent. It must be 
stressed, however, in our consideration of allergic 
reactions in the gastro-intestinal tract, that actual 
pathology such as appendicitis or peptic ulcer 
must not be overlooked with fatal results to the 
patient. 

MIGRAINE 


Students of allergy who have carefully and per- 
sistently investigated migraine and recurrent sick 
headaches ** from the viewpoint of food allergy, 
practically all agree that about 50 to 70 per cent 
of them can be relieved by the elimination of spe- 
cific foods. Foster Kennedy of New York feels 
that localized edema of the meninges best explains 
the bizarre nature of symptoms complained of by 
many of these sufferers. The inherited tendency 
of migraine is stressed in the literature. A recent 
patient, of fifty-six years, had two maternal grand- 
parents, three maternal aunts and four uncles, her 
mother, a sister, a brother, a daughter, and twenty- 
nine maternal first and second cousins, who also 
had migraine. The patient, herself, had had mi- 
graine since childhood, and during the six years 
since menopause her migraine had increased, con- 
trary to the usual opinion, in frequency and 
severity. All skin reactions to foods were nega- 
tive, but with the use of “elimination diets” her 
migraine has been entirely controlled. 

The skepticism about food allergy as the most 
common cause of migraine usually is expressed 
by physicians who have failed to study a large 
series of these patients with diets based on skin 
tests, and with trial diets over a period of months. 
Such procedure is necessitated by the persistence 
of the allergic reactions to foods in many patients, 
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and to the delay in the reappearance of symptoms 
in others after the addition of the offending food 
to the patient’s diet. 


ALLERGIC TOXEMIA 


The writer first described toxemia due to food 
allergy in 1928 ** in this Journal, and since then ** 
he has emphasized the importance of its recogni- 
tion in other publications. Kahn has stressed tox- 
emia resulting from pollen allergy. Food and 
pollen allergy may both produce toxemia in the 
same individual. That fatigue, aching of the body, 
exhaustion, nervousness, inability to concentrate 
and think clearly, is not infrequently due to food 
allergy must be generally recognized. A recent 
patient with this manifestation of allergy had spent 
years seeking relief in Germany, England, and 
many of the chief medical clinics of this country. 
Negative findings had universally been obtained 
and everywhere a diagnosis of neurosis had been 
rendered. Besides several definite food reactions 
and known food disagreements, he gave a history 
of hay fever and large pollen reactions to practi- 
cally all pollens with which he was tested. 


CUTANEOUS ALLERGY 


Urticaria in childhood usually is due to food 
allergy. In adult life, foci of infection are at times 
responsible for hives, though food must still be the 
outstanding consideration. Angioneurotic edema 
is most frequent in adult life, and is to be studied 
with the realization that food allergy, and at times 
bacterial sensitizations, are the usual causes. The 
fact that angioneurotic edema may occur in the 
gastro-intestinal tract, in the cerebral as well as 
the peripheral nervous tissues, in the bronchial 
and urogenital tracts, and probably in other re- 
gions of the body, and that a generalized edema 
of large areas of the skin may occur must be 
remembered. 

Eczema in infancy and childhood is usually due 
to food allergy. However, contact and inhalant 
allergies must be kept in mind, and are usually 
evidenced by routine history and skin testing with 
all important foods, inhalants, and miscellaneous 
allergens. Eczema in adult life due to food allergy 
alone is not unusual, as shown in the case of a 
man of twenty-eight years who had had an itch- 
ing dermatitis all over the body which had resisted 
dermatological therapy, including roentgen ray 
and quartz light exposures. A diagnosis of epi- 
dermophytosis with a secondary epidermophytid 
had been made. With “elimination diets,” the itch- 
ing ceased within ten days, and the dermatitis 
gradually disappeared in the course of about five 
weeks. Eczema localized to definite areas, such 
as the aural canals, the hands, special parts of the 
face, body or legs, or to the anal tissues causing 
so-called pruritus ani, may arise from food allergy, 
illustrating the well-recognized tendency of allergy 
to produce localized manifestations. 

Localized dermatitis, especially on the exposed 
surfaces of the body, is frequently due to contact 
allergens, chief among which are pollens and the 
resins and oils of the leaves of grasses, flowers, 
weeds and shrubs. Such patients should be thor- 
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oughly studied from the allergic viewpoint, and 
should be tested cutaneously and intradermally 
with all types of allergens. Patch tests with pollen 
oils and with all leaves and flowers met with in 
the patient’s environment should be done, espe- 
cially if the dermatitis is exaggerated in seasons 
other than winter. Patch tests, with all other mate- 
rials and substances contacted by the patient, must 
be carried out when pollen or vegetation allergy 
does not explain the eruption. Such problems 
of dermatitis require persistence and continued 
search, study and control over periods of months, 
if necessary, to ferret out the underlying etiology 
without which relief from the invaliding der- 
matitis is usually unattainable. 


MISCELLANEOUS MANIFESTATIONS 


Increased frequency of urination associated with 
burning, muscle spasm of the bladder, and at times 
excoriation of the vulval tissues and chafing of 
adjacent skin may be due to food sensitizations. 
Purpura due to hypersensitivities to foods has 
already been mentioned. Uterine allergy, includ- 
ing dysmenorrhea and leukorrhea, have been de- 
scribed by Duke and recently by the writer. 
Ocular allergy has been studied in several of the 
writer’s patients and Wood’s ** recent monograph 
on the investigative phases of this type of allergy 
is of interest. A woman of fifty years came com- 
plaining of scleral hemorrhages, ocular burning, 
and inability to get satisfactory glasses. An orbital 
hemorrhage had to be evacuated with a conjunc- 
tival incision. It was found that food allergy was 
producing the hemorrhagic tendency, and that 
pollen allergy, especially to that of flowers and 
acacia, was causing ocular burning and conges- 
tion. A hair from a fur made of cat hair lodging 
in her eye resulted in acute edema and pain. With 
the therapeutic control of all these sensitiza- 
tions ocular spasms disappeared, the hemorrhagic 
and congestive tendencies ceased, and satisfactory 
glasses were made possible. Vernal catarrh with 
increasing frequency, moreover, is proving allergic 
in origin. The possibility of allergic reactions in 
cardiac and vascular tissues as a contributing cause 
to irregularities in rhythm, and to hypertension, 
needs continued consideration, 

Rackemann,”* in a recent article on allergy in 
arthritis, voices the current opinion that rheuma- 
toid arthritis is due to allergic reactions to bacteria 
of the delayed inflammatory tuberculin type of 
reaction. In addition, the writer’ has observed 
patients with definite joint pains arising from food 
allergy, and has reported an instance of intermit- 
tent hydra-arthrosis due to specific food sensiti- 
zations. 

DIAGNOSIS 


The history, skin testing, trial diets and environ- 
mental tests are all of great value in arriving at 
the diagnosis of the allergic etiology. 

1. It has already been stated that a familial 
or personal history of a recognized allergic dis- 
turbance emphasizes such predisposition. The per- 
ennial recurrence, and especially the cyclic recur- 
rence of symptoms, is in favor of food allergy. 


Manifestations of food allergy, moreover, are fre-_ 
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quently relieved by going from a region near the 
ocean into a dry or high interior section. This 
result is probably not due to humidity, but to some 
atmospheric state as yet unknown. The history of 
definite food dislikes or disagreements may point 
to a fundamental food sensitization, though such 
allergies are not always realized by patients. 
Whims, prejudices and nervousness, however, ac- 
count for many distastes. Pollen sensitizations are 
usually indicated by histories of seasonal variation. 
A knowledge of the botanical flora of the region 
round about the patient is imperative. The history 
also may indicate the sensitizations to animal ema- 
nations, orris root, pyrethrum, house dust, fungi, 
and other occupational or environmental inhalants. 
A detailed record of the type of furnishings, car- 
pets, bedding, animal pets, and house plants is fre- 
quently of value. In addition, every patient should 
be carefully questioned about possible idiosyncra- 
sies to medicines, drugs, cosmetics, and toilet prepa- 
rations. Finally, bacterial allergy may be suspected 
when there is a history of chronic sinusitis or 
bronchitis though, as previously stated, apparent 
head and bronchial colds are often the results of 
inhalant and, especially, of food allergies. 


2. Skin testing is a valuable aid in the diag- 
nosis of allergic etiology. It must be emphasized, 
however, that skin tests are not infrequently nega- 
tive in the presence of pollen and at times of other 
inhalant allergies, and very frequently negative 
especially after infancy, when clinical allergies to 
foods exist.1* Moreover, skin reactions may be 
moderately or strongly positive to allergens which 
are not actively causing symptoms. 

Initially, it is best by the scratch method to test 
all patients suspected of allergy with most impor- 
tant food, pollen, animal emanation, dust, and 
miscellaneous allergens. Special problems need 
additional tests with a larger number of foods or 
inhalants, according to the history and the pa- 
tient’s individual challenge. It is then wise to test 
intradermally with all important inhalants to which 
the patient has not reacted. Intradermal testing, 
without preliminary scratch testing, may give 
severe constitutional reactions. Intradermal tests 
with extracts of foods which have failed to react 
by the scratch test may give additional help, though 
such results have been disappointing in the writer’s 
experience. Special extracts of dusts, furnishings, 
carpets, and substances met with in special or 
working situations may also be necessary to pre- 
pare for testing purposes. 

Patch testing in cases of dermatitis becomes of 
increasing importance. All vegetation, household 
furnishings and dusts, wearing apparel, toilet arti- 
cles, cosmetics, and materials contacted in work 
or recreation must be under suspicion. Tests 
should be read in from twenty-four to forty-eight 
hours, and delayed reactions within a week may 
occur. 

In pollen-sensitive patients negative to skin test- 
ing, the dropping of a little dry pollen in the lower 
conjunctival sac usually produces a congestion and 
redness within one-quarter hour, after which the 
pollen is washed out with saline and weak ad- 
renalin solution. 
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3. Because of the many negative reactions to 
foods causing clinical allergy, and since positive 
reactions to foods occur to which allergy does not 
exist, trial diets for diagnostic purposes are most 
important. The writer continues to find his “elimi- 
nation diets,” + modified by skin reactions and his- 
tories of food dislikes and disagreements, of great 
value. When directions for the use of these diets 
are carefully followed, satisfactory meals contain- 
ing proper calories, minerals and vitamins are as- 
sured. Absolute and prolonged coéperation on the 
patient’s part is essential, however, for satisfac- 
tory results. The relief of symptoms, and the 
reproduction of them by the elimination and addi- 
tion of the specific food, are necessary for diag- 
nosis whether or not the skin tests are positive. 

Environmental tests also confirm or disprove 
the possibility of dust or other inhalant allergies 
indicated by history or skin testing. 


TREATMENT 


In the following discussion of therapy, general 
therapeutic measures of value in the control of 
the various manifestations of allergy have been 
omitted. The relief of the causative specific aller- 
gies only are considered. 


1. Inhalant allergies are relieved by proper en- 
vironmental control, based on the sensitizations 
indicated by history and testing. Air conditioning 
or pollen-filtering devices are of definite aid. 
Change of residence or climate may be indicated 
until symptoms come under therapeutic control. 
For satisfactory and permanent results, desensi- 
tization is necessary, with properly prepared and 
standardized extracts of the important inhalants 
to which sensitization exists. Pollen therapy, for 
lasting results, demands prolonged and preferably 
perennial administration of maximum doses, often 
over a period of two or three years. Antigens 
containing the important pollens, as they come into 
the air throughout the year, must be prepared. 
Such thorough desensitization has yielded excel- 
lent results in several of the writer’s cases of 
pollen dermatitis. It is also of interest that camo- 
mile ** has been found to be a universal irritant 
to the normal skin. Certain patients are probably 
hypersensitive to camomile, which develops a gen- 
eralized dermatitis. This is helped by the oral 
administration of increasing amounts of a tea 
made from the indigenous camomile, and by the 
intramuscular injection of its alcoholic extract. 
Desensitization to allergens of horse, cat, dog, 
feathers, orris root, and miscellaneous dusts is 
very effective if given in sufficient strengths over 
a long enough period. Desensitization to one type 
of dog hair has failed to protect against another 
type, in the writer’s experience. Desensitization to 
specific fungi affecting the patient may also be kept 
in mind. 

2. Food sensitizations must be relieved by the 
elimination of specific foods. With “elimination 
diets,” the continuance of such food exclusions is 
effected. Tolerance may gradually increase over 
a period of months, although it may never return 
to normal. Complete desensitization, however, may 
reappear without reason at any time. Oral and 
hypodermic desensitization is not especially suc- 
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cessful. The milk-free diet in infancy is aided by 
the use of a soya bean preparation called sobee 
or lektizoy. A recent preparation called cemac, 
containing cooked and hemogenized beef, vege- 
tables, minerals, and vitamins to make a complete 
and balanced food for infants, is similar to a 
preparation the writer described in 1928." Pep- 
tone therapy is of little value except in a rare 
instance, and the continued trial of Urbach’s pro- 
peptans confirms the writer’s former ** unsatis- 
factory results. 


3. Bacterial allergy probably exists in a moder- 
ate number of patients with bronchial asthma or 
vasomotor rhinitis. It may be secondary to food 
or inhalant sensitizations. The use of various vac- 
cines, lysates and filtrates continues to be dis- 
appointing, though constant search and hope for 
the effective method of therapy against these as- 
sumed bacterial allergies is retained. Surgery on 
the nose and sinuses should be done only after 
careful allergic study and control have been car- 
ried out for some months. Even then, the writer 
has observed, with the concomitant use of vaccines 
surgical results have been disappointing in many 
patients. 

242 Moss Avenue. 
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DISCUSSION 


SamueEL H. Hurwitz, M. D. (490 Post Street, San 
Francisco.)—Those who have read any of Doctor 
Rowe’s previous papers are quite familiar with his 
viewpoints on the role of allergy in the etiology of 
disease. For those who have not read any of his con- 
tributions this paper will serve as a satisfactory digest 
of his views. It is obvious that Doctor Rowe’s con- 
ception of allergy is a very broad one, for only if we 
interpret the term in the sense of the origin of the 
word—altered reactivity—can any wary and careful 
clinical observer concede that allergy plays a part in 
the causation of disease almost equal to the role of 
infection. Much of the over-enthusiasm of the allergist 
has had its origin in the battle he has had to wage in 
order to make such valuable knowledge as we possess 
concerning allergic manifestations and their manage- 
ment acceptable to the skeptical clinician. This over- 
enthusiasm, therefore, is in the nature of an over-com- 
pensation. 

Whereas no one who has studied and treated many 
allergic patients can deny that allergy has helped to 
explain many heretofore undiagnosed clinical symp- 
toms, it is only just to point out that many clinical 
observers whose experience is fairly large are not 
inclined to accept Doctor Rowe’s view of the allergic 
etiology of a large number of conditions whose causes 
are still obscure. He states, for instance, that “increas- 
ing recognition of the frequency of food allergy as a 
cause of symptoms in the alimentary tract from the 
mouth to anus is occurring” and that “students of 
allergy who have carefully and persistently investi- 
gated migraine and recurrent sick headaches from the 
viewpoint of food allergy all agree that about 50 to 
70 per cent of them can be relieved by the elimination 
of specific foods.” Certain it is that the possibility of 
an allergic etiology underlying many vague gastro- 
intestinal symptoms and obscure sick headaches has 
been overlooked, and it is to the credit of Doctor 
Rowe and other clinical allergists that they have 
stressed this point so perseveringly. However, we do 
not feel that the number of clinical instances in which 
the allergic etiology of these conditions can be proved 
with reasonable certainty is as numerous as claimed 
by Doctor Rowe. The disappearance of symptoms 
following the elimination of a food to which the 
patient is skin sensitive, and in most instances not 
skin sensitive, is not sufficient proof that the food in 
question is the cause of symptoms. A critical clinician 
has the right to challenge the allergist to produce more 
controlled proofs of such a claim. 

Furthermore, confusion exists among general physi- 
cians not intimately concerned with the management 
of allergic patients, as to what they may expect from 
treatment by specific desensitization. This is not sur- 
prising because the reported results of the value of 
specific desensitization have been conflicting enough 
to give rise to over-enthusiasm on the one hand, and 
gross skepticism on the other. Much of this confusion 
has arisen because the value of such treatment has 
been largely determined by statistical appraisals of 
the end-results achieved. Whereas such statistics are 
valuable, they do not help our understanding of the 
many factors which modify the results of this form of 
therapy. Of these modifying factors, heredity, changes 
in allergic equilibrium, multiple sensitization, massive 
exposure to allergenic substances, infection of the 
upper and lower respiratory tracts, and nervous, psy- 
chic and endocrine disturbances are among the most 
important. The patient with some allergic manifesta- 
tion may present one or more of these complicating 
problems, and despite a careful specific diagnosis and 
the use of faultless reagents and technic, the end- 
results may be disappointing. On the other hand, 
patients who present few or none of these stumbling- 
blocks, or those in whom it is possible to overcome 
them successfully may show the full benefits obtain- 
able by specific desensitization. 

It is not surprising, for instance, that the presence 
of a strong hereditary factor should greatly influence 
the results of desensitization therapy. Desensitization 
in individuals with an allergic constitution may remove 
temporarily from the field of action one or more 
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allergens and thereby give relief of symptoms; but it 
cannot fundamentally change the altered reactivity of 
the body cells. That this altered reactivity is exhibited 
normally to more than one allergen further compli- 
cates the therapeutic problem. 

Again, the allergic balance in the hypersensitive 
individual appears to be delicately adjusted and readily 
upset by many factors, especially by infection of the 
upper and lower respiratory tracts. Infection of the 
nasal accessory sinuses so frequently an accompani- 
ment of allergic edema of the mucous membranes is 
a very important stumbling-block. Our ability to cope 
with it determines, in large measure, the success or 
failure of treatment by specific desensitization. 

These are only a few of the stumbling-blocks which 
make the management of the allergic patient difficult 
and the results of treatment often disappointing and 
incomplete. 

Finally, it should be stressed that the nature and 
mechanism of allergic phenomena are still obscure 
and the control of clinical observations on allergic 
patients difficult. For this reason, it behooves those 
who observe and treat many of these patients to be 
conservative in their claims regarding the etiologic 
role of allergy and the value of allergic therapy. 


a, 
e 


V. G. Atperson, M. D. (3115 Webster Street, Oak- 
land).—Doctor Rowe’s paper not only calls attention 
to the challenge of allergy in medical practice, but also 
discusses the subject of allergy in a very clear manner. 

Our medical histories should include questions re- 
garding not only common allergic manifestations, but 
also regarding less commonly recognized ones, such 
as gastrointestinal allergy, allergic hydra-arthrosis, 
allergic migraine, and allergic toxemia. When we, in 
general, take allergic histories as understandingly as 
Doctor Rowe takes them, his figures of the incidence 
of allergy will be better appreciated. 

In the diagnosis and management of allergic disease, 
history is doubtless our most important and con- 
venient aid. The history should, in many instances, 
include a’ personal survey of the patient’s environ- 
ment. In making this survey a knowledge of the flora, 
composition of house furnishings and personal be- 
longings is necessary. No detail, though seemingly 
unimportant, should be overlooked. 

Better results will be obtained in the treatment of 
allergic disease when not only seasonal manifestations 
are investigated for pollen sensitivity, but also sensi- 
tivity to other inhalants, foods and bacteria. When 
this is done routinely, our results will improve, es- 
pecially in the treatment of seasonal hay fever and 
asthma. 

Doctor Rowe emphasizes the need of long treat- 
ment in most allergic disease. Allergic patients should 
be advised of this in the beginning of their treatment. 
They should also be educated in their own care, as 
much as is practical, in much the same way as 
diabetics are taught to care for themselves. A diary 
maintained by the patient is helpful. 


ee 


Doctor Rowe (closing).—The writer’s conviction of 
the frequency of allergy has been corroborated by 
Vaughan’s recent study of all the inhabitants (508 in 
number) in a small community. He found that “10.8 
per cent were promptly recognized as being victims of 
frank or major allergy” and that 48.1 per cent had 
had minor allergic manifestations during their lives. 
These patients were able to attribute their symptoms 
to foods in 62.6 per cent, to inhalants in 23 per cent 
and to contact allergens in 14.4 per cent. Gastro- 
intestinal symptoms had occurred in 50.7 per cent, skin 
lesions in 47.2 per cent, nasal symptoms in 26.4 per 
cent, migraine or recurrent headaches in 9 per cent 
and asthma in 6.2 per cent. Vaughan concludes that 
“60 per cent of the entire population manifest clinical 
allergy at one time or another” and greater evidence 
of the frequency of allergy probably would have been 
revealed if skin testing and a more prolonged study of 
these people had been possible. 

Most pediatricians realize the great frequency of 


- allergy in childhood. That it is not more often recog- 
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nized in adults is due first to the fact that physicians 
do not take their histories with the care and knowl- 
edge of allergy that Vaughan has, and second to the 
fact that it is not sufficiently realized that allergy may 
occur without positive skin reactions especially to 
foods but also to pollens and other inhalants. Stevens 
has recently found in 50 per cent of a series of patients 
that skin reactions were negative to animal emana- 
tions to which the patients were clinically sensitive. 
In an article on “An Evaluation of Skin Reactions in 
Food Sensitive Patients,” the writer recently studied 
a group of individuals who had negative scratch and 
intradermal reactions to foods productive of their 
clinical allergies. These studies also demonstrated the 
occurrence of non-specific positive reactions and of 
positive skin tests in the absence of clinical allergies 
to such reacting allergens. Much of the skepticism 
concerning the frequency of food allergy will be dissi- 
pated with the more frequent use of trial diets as well 
as of skin testing in the study of patients suspected 
of food allergy. And it should be remembered that 
the diagnosis of inhalant allergies at times must de- 
pend alone on careful histories. 

_It is emphatically stated, however, that this discus- 
sion of the importance of careful histories and the 
occurrence of negative skin tests in no way minimizes 
the great help derived from routine and thorough skin 
testing with ingestant, inhalant, and contact allergens. 


ULTRAVIOLET COMPONENT OF CENTRAL 
CALIFORNIA SUNLIGHT 


By Jonun Miran Frawtey, M. D. 
Fresno 
AND 
Fiorence A. Brown, M. D. 
Santa Ana 
Discussion by Francis Scott Smyth, M.D., San Fran- 


cisco; Professor Douglas R. Drury, Los Angeles; Lois 
Godfrey, M.S., Oakland. 


HE value of sunlight and fresh air for the 

well-being of man has been established since 
ancient times. In modern medicine sunlight is par- 
ticularly applied in such conditions as _ rickets, 
osteomalacia, and bone tuberculosis and, in gen- 
eral physical debility. Its therapeutic value is de- 
pendent, not so much upon heat rays or visible 
light rays, but upon invisible ultraviolet radiation. 
These rays in sunlight have a wave length varying 
from 290 to 313 millimicrons. 

Many methods have been devised for measuring 
the intensity of these biologically active rays, and 
numerous reports have dealt with the amount 
existing in the sunlight of various localities.’ 


METHOD 


Webster, Hill, and Eidenow ® in 1924 described 
a method whereby the quantity of rays. of short- 
wave length are determined by the amount of 
fading which takes place in a solution of acetone 
methylene blue. The technique is as follows: 

A quartz tube, 55 millimeters long, with an inside 
diameter of 3 millimeters and an outside diameter of 
5 millimeters, is filled with a solution of acetone methy- 
lene blue. The solution is made by adding 5.8 cubic 
centimeters of a 0.1 per cent solution of methylene 
blue (methylthionin chlorid, U. S. P.) to 30 cubic 
centimeters of pure distilled acetone, and making up 
the quantity to 100 cubic centimeters with water. This 
standard solution is labeled “10,” and kept in a dark 
brown bottle. 

The quartz tube filled with this solution is exposed 
for twenty-four. hours inverted in a vertical position, 
and kept closed by means of a rubber tube and a glass 
stopper. Exposure must be made where there are no 
buildings or other objects to obstruct the horizon in 
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any direction. The amount of fading that takes place 
is determined by comparing the tube before and after 
exposure with a standard color scale. The degrees on 
the color scale are marked 3, 4, 5, 6, 7, 8, 9, and 10. 

Some bleaching takes place when the solution is 
exposed in a quartz tube behind ordinary window 
glass,1° which indicates that rays as long as 350 milli- 
microns are effective in the bleaching. 

Simultaneous exposures are, therefore, made,!! using 
two quartz tubes containing the methylene blue solu- 
tion. One tube is covered with a plain glass tube of 
2.3 millimeters in thickness to cut off rays shorter than 
320 millimicrons. The amount of fading in each quartz 
tube is estimated by comparing it with Hill’s set of 
standard tubes, and the difference in the amount of 
fading is taken to be due to the rays shorter than 
320 millimicrons and longer than 290, the lower limit 
of the rays discernible in the sunlight. 


COMMENT 


Several features are to be noted in connection 
with this technique. 

1. It is necessary to have sufficient solution* on 
hand to last throughout the period of observation. 
It has been found that there was great variation 
between the fading time of different bottles of 
solution, and that it was necessary for several 
bottles to be pooled. 

2. There is a latent period before fading begins 
to take place. This varies, with different bottles 
of solution, from five to fifteen minutes when the 
ultraviolet lamp is used, and from fifteen to thirty 
minutes or longer when the sunlight is used as the 
bleaching agent. This latent period has to be taken 
into account when determining the value of the 
unit of fading in terms of erythema doses. 

3. Uniform technique must be adopted for the 
care of the quartz tubes. A considerable differ- 
ence occurs in the fading time, depending upon 
whether the tubes are cleaned with alcohol and 
carbon tetrachlorid or are simply wiped with dry 
cotton. The chief difference is in the duration of 
the latent period before fading of the solution 
begins. 





RESULTS 


This technique was followed in making a series 
of determinations of the amount of ultraviolet in 
the sunlight of central California. A preliminary 
report in 1931 indicated that the amount of 
ultraviolet light present in the brilliant sunshine 
of this region was deficient. In order to check this 
observation, daily measurements of the ultraviolet 
were carried out simultaneously at the Fresno 
County Hospital, Fresno, and at the Wish-i-ah 
Tuberculosis Sanatorium, Auberry, each week-day 
from 10 a. m. to 2 p. m. from April 1, 1931, to 
September 1, 1932. The averages of the daily 
readings for each month? are given in Table 1 in 
terms of units of fading by L. Hill’s scale. 


* The set of standard tubes, the quartz tubes, and the 
solution of acetone methylene blue may be obtained from 
H. N. Elmer, Monadnock Building, Chicago, agent for the 
manufacturers, Siebe Gorman Company, London, England. 


+The average number of observations per Month in 
Fresno was sixteen, and in Auberry was twenty. No read- 
ings were made during September at Auberry on account 
of vacations. No readings are recorded for the months of 
December, January, and February at Fresno. Miss F. Gif- 
ford, R.N., who made the observations, has added the 
following notes with regard to these months: ‘In December, 
nearly all the days were rainy or cloudy, and there was 
very little sunshine. January was negative for ultraviolet 
light, excepting for one day in the last week when there 
was one-half unit. February was negative, excepting for 
the a. which was a clear, warm day with a reading of 
two units.” 


May, 1934 
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By checking the amount of fading of acetone 
methylene blue against the production of erythema 
by sunlight and by the quartz mercury vapor lamp, 
it was found that one unit on the scale was equal 
to three times the erythema dose in a person of 
average complexion. This compares with the find- 
ing of L. Hill, that each unit on the scale repre- 
sented from two to four times the erythema dose 
of sunlight, depending upon whether the person 
exposed was a brunette or blonde. The graphic 
representation of the average number of erythema 
doses in one hour’s exposure out of doors during 
each month is shown in Figure 1. 


DISCUSSION 


A study of these results indicates that a high 
value for ultraviolet is obtained in the sunlight 
at Auberry during most of the year. An aver- 
age of only twenty to thirty minutes is required 
for one erythema dose during all seasons except- 
ing winter. Although there is considerable yearly 
variation, the readings are consistently higher than 
those made at Fresno, only forty miles away. In 
order to explain this difference, it is necessary to 
consider the various factors upon which the 


Fig. 1. 
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amount of ultraviolet light reaching a certain part 
of the earth’s surface is dependent, viz., (1) uni- 
versal factors, e. g., the time of day, the season 
of the year, the altitude, distance from the equa- 
tor, and (2) local atmospheric conditions, e. g., 
cloudiness, fog, dust, and smoke. Since the ob- 
servations were made simultaneously, and at the 
same latitude, the only factors which have a bear- 
ing are the altitude and the local atmospheric con- 
ditions. The elevation at Auberry is 2,000 feet, 
at Fresno 300 feet. According to Edison Pettit,’* 
such a small difference of elevation make practi- 
cally no difference in the amount of ultraviolet in 
the sunlight. This seems substantiated by the fact 
that on many days the readings were the same. 
The difference, therefore, must be due to the only 
other factor concerned, viz., local atmospheric 
conditions. 

Ordinarily there is a marked difference in the 
atmospheric conditions of these two localities with 
regard to turbidity and temperature. 

Auberry lies in the Sierra, above the level of 
the haze which is usually present in the San 
Joaquin Valley, in the vicinity of Fresno. The 
summer sky over the valley, on account of this 


TABLE 1.—Daily averages of the number of units of fading by L. Hill’s scale. One unit is equal to approximately 
three erythema doses. Readings were made from 10 a.m. to 2 p.m. 
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haze, is pale and does not have the deep-blue tint 
seen at the elevation of Auberry. 

Blueness of the sky, as a measure of the quantity 
of short rays in the sunlight, has been described 
by Grundemann,’* who finds that a tintometer to 
estimate the blueness gives readings which vary 
in proportion to the amount of ultraviolet present. 
The poor transmission of ultraviolet by the hazy 
summer sky is confirmed by the common observa- 
tion that there is no danger of severe sunburn 
from exposure in the valley, but that a day spent 
in the mountains or on the sea coast may produce 
a marked degree of burning. Usually during the 
winter, fog takes the place of the haze; and it is 
only after a rainfall that the haze and fog clear 
away completely. On such occasions, the Sierra 
stands out as a beautiful panorama of snow-capped 
peaks. The rainfall takes place only at rare inter- 
vals during the winter and spring, so that through- 
out the greater part of the year no suggestion is 
offered of the mountains which lie so close at 
hand. 

Besides the difference in turbidity of the atmo- 
sphere there is considerable difference in tempera- 
ture between Auberry and Fresno. On account of 
the elevation, the temperature at Auberry is not 
excessive ; but during the midsummer months the 
temperature in the valley is extremely high, and 
it is necessary to remain indoors as much as possi- 
ble throughout the heat of the day when the quan- 
tity of ultraviolet light is greatest. Consequently, 
even though a sufficient amount of ultraviolet were 
present, no benefit could be derived from it since 
exposure to the intense heat of the sun is impossi- 
ble in those conditions for which sunlight treat- 
ments are indicated. Incidentally, the haze is not 
without value, since it acts as a “shade” to screen 
out the ultraviolet. This absence of ultraviolet, 
combined with the lack of moisture, helps to mini- 
mize the effect of the high summer temperature. 


SUMMARY 


1. Comparative measurements of the amount of 
ultraviolet in the sunlight were made over a period 
of seventeen months at Fresno and Auberry, in 
central California. 

2. The sunlight at Auberry, which is situated 
in the Sierra at an elevation of 2,000 feet, was 
found to be highly suitable for giving sunlight 
treatments. 

3. At Fresno, on the floor of the San Joaquin 
Valley, due to the screening effect of the hazy 
atmosphere, the sunlight was found to be deficient 
in ultraviolet light. 

4. Moreover, high temperatures render thera- 
peutic exposures at Fresno impracticable during 
the summer months. 

T. W. Patterson Building. 

Santa Ana Clinic. 
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DISCUSSION 

Francis Scorr Smytu, M.D. (University of Califor- 
nia Hospital, San Francisco).—In dealing with a 
measurement of ultraviolet radiation it is essential to 
gauge the activity by the erythema effect. This being 
a biological test, it is subject to variations in individu- 
als and would necessitate a standard test subject. 
Doctor Frawley and Doctor Brown have cleverly 
adopted the acetone-methylene blue test by which 
comparisons may be made over a long period of time 
and in two different localities. But most important, 
they have not failed to link it up with the comparison 
back to the erythema dosage. 

To a casual visitor in Central California, Frawley 
and Brown’s report is a distinct surprise. The tra- 
ditional boast of abundance in agricultural production 
is linked with the supposition of solar proficiency. 
A failure of ultraviotet effects would probably be in- 
terpreted as due to escape from sun-exposure, not 
unlike the procedure in tropical zones. Yet here is 
proof that ultraviolet rays and sunshine are not 
synonymous. The matter of 2,000 feet elevation is 
shown to be important largely because the lower at- 
mospheric conditions disperse or occlude the essential 
rays. It is likely that the large eastern cities show a 
similar difference with their surrounding open country, 
where no question of the rdle of elevation is raised. 


© 


Proressok Douctas R. Drury (University of South- 
ern California School of Medicine, Los Angeles).— 
This paper brings out the practical value of a sim- 
ple device like the methylene blue method of meas- 
uring ultraviolet light; but, as is indicated, consid- 
erable care must be taken in its use. The more 
exact photo-electrical method is really an expert’s 
instrument and is expensive. The methylene blue 
method gives all the information that the practicing 
physician really needs. One feels the want of a low- 
priced standard lamp and filters which could be used 
for calibration in place of the rather rough erythema 
method. When physicians throughout the country 
begin to study the light conditions in their localities, 
as Doctor Frawley and Doctor Brown have done, the 
demand should be great enough to bring down the 
price of these devices to a more economical basis. 





May, 1934 


The paper indicates very clearly the necessity of phy- 
sicians carrying out these measurements in their own 
regions if they wish to prescribe heliotherapy intelli- 
gently. It is shown that the average concentration of 
ultraviolet may be quite different in places compara- 
tively close together, and also that “the hours of sun- 
light” or the “intensity or heat of the sun” are poor 
indicators for use in light therapy. 


*e 


Lois Goprrey, M.S. (Wakefield Building, Oakland). 
Doctors Frawley and Brown, in this work, have most 
ingeniously overcome the difficulties inherent in the 
method. The filtering out by the plain glass tube of 
wave-lengths longer than 320 mu mu, so that there re- 
mains a measure of the therapeutic wave-lengths, and 
the adoption of standard procedure for cleaning the 
tubes (the method being sensitive to extremely small 
impurities) make this a highly acceptable method 
for comparative measurements. The other recognized 
source of error, a significant temperature coefficient, 
would make the results and conclusions even more 
striking; undoubtedly, as between the two observation 
localities, Fresno has consistently the higher tem- 
perature. Hence, if temperature correction could be 
applied, the Fresno readings would be lower and the 
differences even greater. 

There is a popular idea that in a “sunny” climate, 
such as California’s, it is unnecessary to supply an 
additional dietary source of vitamin D. These results 
show that this is quite definitely not the case except 
in favored localities such as Auberry. The results 
sustain also the conclusion, from my study in Hono- 
lulu and from other studies elsewhere, that the thera- 
peutic value of sunlight cannot at all be gauged from 
hours of sunlight and other observations routinely 
made by weather bureaus. As Frawley and Brown 
suggest, and as was noted in Honolulu, “visibility” 
high when the mountains are in view from Fresno is 
the most easily observed significant condition. Such 
work as this, therefore, would seem to be of great 
value. 

® 


Doctor Fraw.ey (closing).—The study of the ultra- 
violet component of the sunlight in Central California 
was the outcome of a suggestion by Dr. H. F. Helm- 
holz of Rochester, Minnesota. Doctor Helmholz 
thought that it would be interesting to make a survey 
of the amount of rickets present among the babies 
in this region, which is noted for the long hours and 
the intensity of its sunlight. 

Examination of the children in the Red Cross and 
the Fresno County Hospital Infant Welfare clinics, 
over a period of three years, revealed a surprisingly 
large proportion of children with mild rickets. In 
order to find an explanation for this paradoxical situa- 
tion, a study of the ultraviolet in the sunlight was 
instituted. The results obtained in this study furnish 
an adequate explanation of the presence of rickets in 
this locality. 


COMPULSORY HEALTH INSURANCE* 


By Freperick L. HorrMan, LL. D. 
Philadelphia, Pa. 


II 


"THE literature on compulsory health insurance 

has reached enormous proportions, and even a 
lifetime would not suffice for a critical study and 
analysis of its many provisions, rules and regu- 
lations in their effects upon medical practice and 
the national welfare. Essentially it is not insurance 


* One of a series of articles on compulsory health in- 
surance, written for CALIFORNIA AND WESTERN MEDICINE 
by the well-known consulting statistician, Frederick L. 
Hoffman, LL. D. Article I of the series was printed in the 
April issue, page 245. 
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in the universal and accepted sense of the term 
but, rather, a method of social relief closely inter- 
woven with poor laws reform. No system any- 
where pretends to be actuarially solvent, but the 
taxpayers’ resources are available to meet defi- 
ciencies in income whenever required, and they 
are often heavily called on. 


ORIGIN OF COMPULSORY HEALTH INSURANCE 
SYSTEM 


The system had its origin in Germany, dating 
back to 1881 when Prince Bismarck realized the 
political necessity of meeting the demands of the 
increasing powers of the socialists for more ade- 
quate support of the much underpaid wage work- 
ers of Germany, growing restless under the rising 
costs of living and the inadequacy of the prevail- 
ing standards of living. 


Being largely political in its origin the inter- 
ests of the medical profession were, generally 
speaking, ignored, and scant attention was paid 
to its representatives with due consideration to 
professional ethics. The general tendency every- 
where has been to limit the professional rights of 
the doctor, and as observed by the author of “This 
Panel Business”: “There was at present a move- 
ment to extend the income limit of those entitled 
to insurance and at the same time to limit the 
total amount which any doctor can receive out of 
the funds.” The medical profession of Germany 
is on record as having declared its position “to 
be extremely serious for the profession,” and like 
problems have arisen in every other country where 
social insurance has been established. It starts 
invariably with a relatively small proportion of 
wage workers with incomes below the level of 
comfortable subsistence, but this is soon increased 
to include other wage-earning groups until gradu- 
ally the entire wage-earning population, and even 
a considerable proportion of salaried persons, are 
included. The larger the proportion, of course, 
the narrower the sphere of private practice which 
everywhere has been injured to a measurable 
degree. 

ALLOWANCES TO PHYSICIANS 


Coincident with this development has been a 
demand for a reduction in doctors’ allowances 
tending more and more toward a salary basis in- 
consistent with the highest degree of professional 
development. With reference to Germany, where 
the doctor’s position has become extremely seri- 
ous, it is observed: “The prevailing financial de- 
pression was leading to strong demands for cut- 
ting down medical remuneration, and politics and 
health insurance were so inextricably mixed that 
the interests of medicine tended to be swamped.” 


EFFECT UPON THE PANEL PATIENT 


One of the most impressive discussions on this 
phase of the subject is a book by Dr. Erwin Liek 
on “The Doctor’s Mission,” which fortunately has 
been translated into English. Doctor Liek, him- 
self, started his professional life as a panel doctor 
and at the outset was firmly convinced that social 





362 CALIFORNIA AND WESTERN MEDICINE 


insurance was of the greatest utility. He acquired 
a very large panel practice and had abundant 
opportunity to gain a wealth of practical experi- 
ence. He speaks of the disadvantage for the sick 
as being chiefly the following: “In the first place, 
the natural relations between doctor and patients 
are destroyed. Entire confidence between the two 
is lacking. Between the patient and the doctor 
stands the bureaucratic administration. A person 
who is sick must first appeal to the employer, then 
he has to apply to some official and at last he goes 
to the doctor. This complicated course may be 
unimportant in case of an injury, let us say a 
broken bone, but this procedure is troublesome in 
the innumerable disorders which affect both body 
and mind. For many patients it is an exceed- 
ingly depressing thing that they are not merely 
Mr. or Mrs. So-and-so who is sick, but that they 
are booked by the bureaucratic machinery as 
No. 17,469,434. Medical secrecy, as observed by 
every doctor, is destroyed where there is social 
insurance. On every document the name of the 
disease is written and many of the organizations 
do not allow the name of the disease to be given 
in Latin.” 


INDUCES NEURASTHENIA AND MALINGERING 

But this is not all. Doctor Liek enumerates 
further disadvantages for the sick, including the 
undermining of the manliness of the people, caus- 
ing their physical and moral degeneration. He 
remarks in this connection, “If we go through the 
case-books of panel doctors, we find that they are 
overwhelmed with ridiculous trivialties and that 
panel doctoring produces and carefully nourishes 
general neurasthenia and hypochondriasis. Col- 
leagues of mine, highly experienced in panel prac- 
tice, tell me that two-thirds of the activities of 
panel doctors are superfluous. In Poland, where 
social insurance is flourishing, the disease sta- 
tistics have a special column of cases superscribed 
‘nihilitis.’ ” 

Liek also quotes Doctor Balmer to the effect 
that “the percentage of malingerers convicted of 
having shammed sickness rose from 2.8 per cent 
in 1909 to 8.3 per cent in 1922.” On the other 
hand, he points out, “It is found that the health 
and healing capacity of individuals marvelously 
increase when they can no longer rely upon social 
insurance.” As a matter of fact, “Sickness insur- 
ance has become a source of income to the work- 
ers in case of unemployment and distress. It need 
scarcely be pointed out that the misuse of social 
insurance, its use for obtaining not health but 
doles from the community, causes grave mischief.” 


ANOTHER BAD FEATURE 


Equally suggestive are the conclusions of Dr. 
William A. Brend, published in his treatise on 
“Health and the State” in 1917. These conclu- 
sions apply to England and Wales chiefly, and 
reflect present-day conditions, if not more so, than 
the described situation many years ago. 


By making the status of the doctor both politi- 
cal and economic in relation to his income and 
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security, his professional status has been measura- 
bly undermined. The doctor’s duty to furnish a 
certificate of illness as a prerequisite to the draw- 
ing of cash benefits on the part of the insured has 
given him a power bound to be abused to an 
enormous extent. If he refuses to certify the 
patient as being sick and therefore unable to work, 
he loses prestige with his panel clientage and his 
patients have themselves transferred to more toler- 
ant panel doctors. As observed in the book on 
“This Panel Business”: “The doctors everywhere 
are being attacked for giving certificates too easily. 
Medical remuneration is being cut down, and 
many doctors are not earning enough to keep 
themselves alive.” 


ILL-EFFECTS UPON RISING GENERATION 
OF PHYSICIANS 


In most countries at the present time there is 
a plethora of medical men all eager to seek a con- 
nection that will provide a living income. Prob- 
ably never in the history of medicine’ has the 
doctor’s economic position been as trying as it is 
now. There is everywhere a large number of new 
doctors being graduated who seek entrance into 
the profession for medical practice. Each and all 
must maintain a social position which involves the 
necessity of an adequate income which is rarely 
forthcoming in the case of young doctors who 
are confronted by well-established private prac- 
tices on the one hand and panel practice on the 
other. Since panel practice provides a fairly defi- 
nite amount of income from the start they are 
eagerly sought by young physicians who are un- 
trained in the ethics of the medical profession 
and, therefore, more tolerant with the patients in 
the granting of certificates, in many instances not 
justified by the actual physical condition of the 
patient. 


SOME GERMAN STATISTICS ON MALINGERING 


Doctor Liek, under date of July, 1927, quotes 
some extremely interesting observations which I 
give in full as a practical illustration of the present 
status of social insurance in Germany, although 
probably in the meantime conditions have possibly 
grown worse. 


“We have before us statistics published by the Cen- 
tral Organisation of German sickness insurance socie- 
ties which represents the vast majority of the German 
local organisations, and which relate to the year 1926. 
These statistics are published with regard to 1,036 local 
organisations comprising 9,127,254 insured people. We 
would draw attention to the following point to start 
with. With regard to the reéxamination of those who 
had stated that they were sick and required sick-pay 
the following extraordinary facts have emerged, which 
are apt to depress every fair-minded reader. In the 
case of 778 local organisations, with 7,918,432 insured 
members, 1,259,016 declared in 1926 that they were 
incapacitated through sickness and were invited to 
undergo a reéxamination after the granting of a sick- 
ness certificate by the panel doctors. In the case of 
no less than 60 per cent of the insured workers re- 
examination by an independent doctor was called for. 
Of these 1,259,016 people who pretended that they 
were incapacitated through illness, no less than 198,142 
immediately announced that they were well and that 
no further examination by an independent doctor was 
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called for. A further army of 219,913 declared to the 
reéxamining doctor that they had suddenly become 
quite well. Of the remaining number, 292,133 workers 
who had pretended to be incapacitated were found on 
reéxamination to be able to work. In other words, 
out of the 1,259,016 nominally incapacitated workers 
no less than 710,183, or 56.5 per cent, were quite able 
to work. It is quite superfluous to comment on these 


figures.” 

It is explained in this connection that “as a rule 
only those patients are asked to undergo a re- 
examination who arouse doubt as to whether the 
statements they made to the panel doctor were 
justified. From the amazing figures given it be- 
comes apparent that the community is exploited 
by workers shamming sickness to an enormous 
extent. It has often been pointed out that the 
sickness insurance organizations become mere dole 
payers as soon as a period of unemployment be- 
gins.” This has been the experience in other coun- 
tries for which the data are available, the dis- 
covery of malingering depending largely upon the 
economic situation. The poison generated by this 
condition reacts disastrously on many members 
of the medical profession who must needs place 
their economic necessity above professional ethics. 
While enormous sums are squandered going to 
those who are not really ill but only pretending 
to be so, the patient actually in need of qualified 
care fails to receive it. As said by Liek, “Those 
who are really ill do not receive justice under the 
present arrangements. The panel doctors are so 
wretchedly paid that they cannot possibly make 
a living for themselves and their families unless 
they undertake mass treatment. I know doctors 
who every day see 50, 60, 100 or 200 panel pa- 
tients during their brief consulting hours. Under 
these circumstances it is unavoidable that both 
doctors and patients are injured. I personally find 
that I have amply enough to do if during my con- 
sulting hours I examine and advise ten or twelve 
patients.” 


AUTHOR’S PERSONAL OBSERVATIONS IN 
ENGLAND 


In my personal studies of the subject in Eng- 
land in 1919, I visited many panel practices and 
had an opportunity to observe for myself the scant 
consideration given to the actual needs of the 
patient for a thorough preliminary examination 
to justify a definite diagnosis. 

According to Dr. Alfred Cox of the British 
Medical Association, “the facts given and the 
tendencies shown make it certain that there is a 
real public danger in most countries, due to the 
oversupply of doctors, and that if it be not checked 
the medical organizations are likely to find them- 
selves powerless to exercise any control over 
methods of practice, over professional ethics, or 
standards of remuneration. The danger, of course, 
applies to every profession, as since the war an 
increasing proportion of young people have been 
educated to a higher standard than before, and 
they look to the professions as their natural means 
of making a living.” 

(To be continued) 
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THELUREOF MEDICAL HISTORY* 


BUBONIC PLAGUE CONTROL IN CALIFORNIA 
IN 19037 


ORIGIN OF RATPROOFING AS A CONTROL MEASURE 


By Rupert Biuz, M.D., D. P. H. 
Washington, D. C. 


IN 1903 a new method of plague control was 

adopted by the health authorities in San Fran- 
cisco. This action was deemed advisable because 
no appreciable effect had been made upon the 
progress of the disease by the use of the ordinary 
control measures. Moreover, it was believed that 
certain advances had been made in the study of 
epidemiology which justified the change, though 
these advances had not been generally accepted at 
the time. 

It will be recalled that prior to 1903 antiplague 
work was based upon the theory of direct trans- 
mission from man to man, and the old method of 
combating disease by disinfection, isolation and 
quarantine was employed wherever human cases 
occurred. Furthermore, the rdle assigned to the 
rat in the spread of the disease had not been ap- 
proved, nor had the insect transmission from 
rat to rat been demonstrated. In fact, it was de- 
nied as late as 1905 by observers who had failed 
to convey the infection by the use of biting insects. 

Although Gauthier and Raybaud asserted as 
early as 1902 that certain fleas removed from rats 
readily feed upon man under experimental con- 
ditions, the consensus of scientific opinion was 
opposed to that view. At any rate, there was 
much doubt existing among public health work- 
ers as to the value of certain epidemiological fac- 
tors until 1906, when the British Plague Com- 
mission published its full report on the work in 
India. 

Notwithstanding this divergence of opinion con- 
cerning the mode of transmission of plague, the 
Federal health officer in San Francisco decided 
to throw the burden upon the rat, and to base the 
campaign upon rodent eviction and eradication. 
Since the old method had failed to influence the 
course of the disease, it was necessary to devise 
and put into effect new measures or admit that 
they were unable to cope with the situation. 

It will be seen from the above that the- plan 
called for a reversal of the order of precedence 
among the factors concerned in the spread of 
plague. Man was no longer to be held responsible 
for the crime. In other words, it was a new orien- 
tation of the problem whereby isolation and quar- 
antine, if practiced at all, would be applied to the 
potential rodent carrier. 

*A Twenty-Five Years Ago column, made up of ex- 
cerpts from the official journal of the California Medical 
Association of twenty-five years ago, is printed in each 
issue of CALIFORNIA AND WESTERN MEDICINE. The column 
is one of the regular features of the Miscellany Depart- 


ment of CALIFORNIA AND WESTERN MEDICINE, and its page 
number will be found in the front cover index. 


+ This article was submitted to the editor of CALIFORNIA 
AND WESTERN MEDICINE several years ago, when Surgeon- 
General Blue was on detail at Los Angeles, to aid in secur- 
ing the passage of a rat-proofing building ordinance. It is 
printed in the Lure of Medical History department be- 
cause of its historical and other value. 
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In planning the new campaign, it was realized 
that the eradicability of plague had not been dem- 
onstrated anywhere unless the disappearance of 
the disease in Honolulu, following the destruction 
of a part of the city by fire in 1900 could be called 
a demonstration. Obviously it could not be so con- 
sidered in view of the fact that the occurrence was 
more or less accidental and not intended as a 
health measure. In any analysis of the situation, 
there could be no doubt that a failure to obtain 
satisfactory results under the proposed system 
would subject its sponsors to severe public criti- 
cism, particularly as the proposed work would in- 
volve considerable expense to property owners. 


Surveys of the infected area revealed shocking 
insanitary conditions. Owing to defective con- 
struction, neglect of repairs, and general decay, 
most of the buildings occupied by both whites and 
Chinese in the Asiatic quarter were heavily in- 
fested with the Norway and other species of 
rodents. Large colonies of these rats could be 
found in the cellars and basements, as well as the 
double walls and ceilings of the structures. To 
make matters worse, overcrowding of human 
habitations, especially of basements and under- 
ground places, was the rule. Under the prevailing 
conditions as regards garbage and refuse, it was 
not to be wondered at that the rat population 
had taken possession and assumed privileges not 
usually accorded outside of Oriental cities. 


The program provided for the breaking up of 
these relations, the prevention of breeding and 
colonizing by the removal of harborages whether 
existing in residence, foodstore or stable. The 
purpose of the campaign, therefore, was two- 
fold; first, to separate man from rats ; and second, 
to deprive the latter of their food and shelter. 
Trapping operations were instituted and systema- 
tized with a view to locating infected foci, and, 
further, for the purpose of reducing the rat popu- 
lation in adjacent districts. Chemical and biologi- 
cal poisons were distributed in the hope of de- 
stroying as many rodents as possible. However, 
the use of bacterial “viruses” was only a partial 
success and was discontinued because of possible 
danger to public health. 
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In order to secure the results desired it was 
necessary to obtain the approval of the Board of 
Supervisors and the support of the mercantile 
associations of the city and county. 

On February 6, 1904, a conference was held 
in the offices of the Merchants’ Joint Committee 
for the purpose of arriving at a definite conclu- 
sion regarding future cooperative work. The con- 
ference was attended by representatives of the 
Federal, State and City health authorities, the 
Board of Supervisors and the mercantile associa- 
tions. It is of interest to note the attendance of 
the latter in view of the strenuous opposition that 
had formerly characterized their actions with re- 
gard to plague. 


The following resolutions were unanimously 
adopted as the records fully show: 
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“Resolved, That it is the sense of this meeting that 
the sanitary measures adopted by the City, State and 
Federal health authorities in February, 1903, for the 
eradication of contagious diseases in Chinatown be 
continued for so long a time as may be considered 
necessary; that the City Board of Health be requested 
to recommend to the Board of Supervisors additional 
measures for the destruction of rats. 


“Resolved, That all cellars, basements and under- 
ground places in the district between California and 
Pacific, Stockton and Kearny streets, be condemned 
as places of abode, and the same be destroyed; that 
in case of reconstruction, the owners be required to 
remove surface soil, and to concrete the areas thus 
exposed solidly from wall to wall. 


“Resolved further, That the work be performed un- 
der the direction and supervision of the Public Health 
and Marine Hospital Service, etc.” 

The second resolution carries the first legisla- 
tion for ratproofing, as a defense against plague, 
of which there is any available record. Although 
the language used apparently limits the scope of 
its usefulness, it can be stated that no difficulty 
was experienced in securing the widest possible 
application in the infected area. Under the au- 
thority therein granted, many insanitary struc- 
tures were demolished and removed, and all 
wooden basements and floors found in twenty-two 
city blocks were destroyed. 


The plan of 1903, referred to in the first reso- 
lution, and which contained the same provisions 
mentioned in the second, was signed by Dr. A. P. 
O’Brien, City Health Officer, and Dr. William 
Hassler, Chief Sanitary Inspector, and Dr. Ru- 
pert Blue for the Federal Service. The late Dr. 
Donald Currie, also of the Federal Service, was 
the bacteriologist on duty in the plague labora- 
tory at the time. 

It will be observed that although new officers 
had been appointed to both state and city boards 
of health, no change was made in the original 
plan of 1903, at the conference above mentioned. 
Of interest also is the fact that the Board of Su- 
pervisors and the Merchants’ Association were 
represented in 1904. 

Among the officials who affixed their signatures 
were the following: Martin Regensburger, presi- 
dent of the State Board; Rupert Blue, for the 
Federal Service; James W. Ward, president of 
the City Board; N. K. Foster, secretary of the 
State Health Board; A. A. D’Ancona, for the 
Board of Supervisors, and William Hassler, chief 
inspecting physician for the city. It is worthy of 
remark here that the latter continued his connec- 
tion with the San Francisco Department of Health 


for many years and up to the time of his death 
was its chief executive officer. 
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In compliance with the terms of the agreement, 
the work was continued until February, 1905, al- 
though no plague infection in man or rodent had 
been observed for a period of fourteen months. 
As showing its value as a preventive measure, it 
may be stated that no human cases occurred in 
San Francisco until the summer of 1907, one year 
after the fire and earthquake. 
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That outbreak afforded an opportunity for a 
more general application of the method by reason 
of the fact that ten of the fifteen city districts had 
been invaded by epizootic plague. During the 
course of this work (1907-08) observations were 
made and materials gathered with a view to im- 
proving the technique, and of adding new features 
for future studies. Several new features were 
added, only one of which need be mentioned in 
this paper. 

In the course of the epidemic cases appeared 
among the refugees of the great fire, who had 
been housed by the city in cottages on the public 
squares. These cottages rested upon the ground 
without intervening spaces between the floors and 
the soil, thereby affording excellent harborage to 
rats. The usual methods of getting rid of infec- 
tion were employed but without success. Finally 
the cottages were raised eighteen inches from 
the ground, and no further cases occurred. This 
experience gave rise to a form of ratproofing 
which, for lack of a better title, has been called 
ratproofing by elevation. It is a modified form 
adapted to the construction of cheap frame build- 
ings for suburban districts. 
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Ratproofing may be defined as a’ method of 
insulating structures against the ingress and 
egress of rodents. It is necessary because of the 
general use of wood as building material in this 
country, as well as because of certain forms of 
construction, both of which lend themselves to 
the harboring of rats. If concrete could be sub- 
stituted for wood on ground areas, and if hollow 
walls could be sealed from below, the rodent 
menace would be brought under control. At all 
events, building ordinances should be based upon 
a knowledge of the habits of our common rodent 
species. A retaining wall of concrete extending 
entirely around a building, eighteen inches below 
and twelve inches above the ground, will protect 
it against the burrowing rat, and wire screens of 
the proper mesh, placed over ventilators and low 
windows, will exclude the climbing species. 
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In those days nobody knew anything about 
fleas, the intermediary agents in the dissemina- 


tion of plague. The subject apparently had not 
merited scientific investigation up to that time. 
30oks on entomology had nothing to offer as to 
bionomics or the distribution of species which 
factors seemed important in view of the role as- 
signed to insects as vectors of disease. In order 
to cover this field, and to obtain information of 
value, a student of entomology of the University 
of California was employed and put to work in 
the laboratory. A flea survey was made of San 
Francisco, specimens removed from live rats were 
identified as to species and much useful data were 
collected. It was shown that X. Cheopis, the 
plague flea of India, as described by the British 
Plague Commission, was one of the common spe- 
cies found in San Francisco; C. fasciatus, how- 
ever, predominated throughout all seasons of the 
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year. Both fleas should be considered as important 
factors in the spread of plague infection from rat 
to rat and from rat to man.* 

United States Public Health Service, 

Washington, D. C. 

* References to articles and items on bubonic plague 


control, which have been printed in CALIFORNIA AND 
WESTERN MEDICINE in recent years, follow: 


1. The Bubonic Plague—Does History Repeat Itself? 
27:666 (November), 1927. 


2. An article under Current Comment, 
vember), 1927. 


3. The “a Los Angeles Plague Epidemic, 27:684 (No- 
vember), 192 


4. Prealeting ppetensinn of Plague in the Punjab, 27 :826 
(December), 1927. 


Other st ay in the “Twenty-five Years Ago’’ depart- 
ment = CALIFORNIA AND WESTERN MEDICINE include the 
ollowing: 


5. 36:69, second column, first item; and 36:70, first 
column, first item (January), 1932. 


6. 36:142, second column, first = — and 36:143, 
first column, first item (February), 1 


7. 36:213, first column, first _ ee and second 
column, first two items (March), 1932. 


8. 36:301, second a, a two items; 36:302, first 
column, first item (April), 


9. 36:372, second ee ae two items; 36:373, first 
column, first item (May), 1932. 


10. 36:477, second column, first two items (June), 1932. 
11. 37:69, second column, first two items (July), 1932. 
12. 37:142, second column, first item (August), 1932. 
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17. 38:69, first column, first two items (January), 1933. 


27:683 (No- 


first column, first item (October), 1932. 
first column, first three items (November), 
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PRIMARY CARCINOMA OF THE LUNG WITH 
UNUSUAL MANIFESTATIONS* 


By Grecory G. Froripis, M. D. 
Cuartes E. Nixon, M. D. 
H. M. Grnssurc, M. D. 


Fresno 


"THAT primary carcinoma of the lung is defi- 

nitely on the increase is amply proved by 
clinical and postmortem studies during the last 
three decades. While older statistics, quoted by 
Fried * show an incidence of less than 0.2 per cent, 
more recent reports* demonstrate that primary 
carcinoma of the lung is responsible for from 5 to 
10 per cent of all deaths from cancer. 


The object in presenting this case study is to 
emphasize the peculiar manifestations under which 
primary carcinoma of the lung may mask itself. 
While our acuity in the diagnosis of this malig- 
nancy has increased extensively, still many an 
expert clinician admits that it presents a baffling 
problem. Over 80 per cent of Fishberg’s * patients 
entered his clinic with diagnoses other than lung 
tumor. Since this growth exhibits a very vigorous 
and early metastatic power in about 75 per cent 
of the cases,* it is evident that the clinician has 
two different pictures to keep in mind: the typical 
form, wherein there are localizing symptoms to 
the chest, and an atypical one where the sympto- 
matology is referable entirely to the metastatic 


* Case in General Hospital of Fresno County. 
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Fig 1.—X-ray plate of chest, July 19, 1932, 
showing opacity in upper right lung field. 


involvement. It is interesting that our patient pre- 
sented neither one of the above clinical syndromes, 
but that he complained of secondary pulmonary 
osteo-arthritic changes in his fingers. Many re- 
ports in the literature on this subject fail to men- 
tion such findings. In a review of the frequency 
of the different symptoms and signs of primary 
carcinoma of the lung, the California Medical As- 
sociation Cancer Commission cites them as being 
25 per cent. Other symptoms are as follows: 
cough, 90 per cent; pain, fever, dyspnea, 53 per 
cent; cyanosis, 50 per cent; hemoptysis, 40 per 
cent; effusion, 50 per cent; loss of weight, 35 
per cent; clubbing of fingers, 25 per cent; cavita- 
tion, 14 per cent; and stridor. 

M. Fishberg* claims an early clinical diagnosis 
can be made if we bear in mind that the disease 
manifests itself in three forms: 

One, the pulmonary form, simulating tubercu- 
losis ; 

Two, the pleural form, simulating pleurisy, dry 
or with serous, sanguineous, or purulent effusions ; 

Three, the excavating form, simulating abscess 
and gangrene of the lung. 

Polerski* emphasizes the following character- 
istic physical findings: 

High position of the diaphragm on the affected 
side; 

Paradoxical respiration with a see-saw move- 
ment of the diaphragm; 

Pendulum movement of the heart; 

Infraclavicular flatness fusing with cardiac 
dullness. 

Our interest in our own patient arose from the 
fact that he had nonlocalizing symptoms in the 
chest. The secondary pulmonary osteo-arthritic 
changes of the fingers and toes, and.the marked 
degree of periostitis of the long bones, with their 
accompanying severe pain and tenderness, pre- 
sented a very misleading clinical entity. A very 
similar case was presented in 1926 by H. Brunn.® 


Fig. 2.—Chest plate, October 24, Fig. 3.—X-ray of left 
1932, showing advance of lesion. middle finger, August 2, 
1932, showing defect 

(metastasis) of middle 

phalanx and _ periostitis. 


Rogers,® in his series of fifty cases of primary 
carcinoma of the lung, states that 44 per cent of 
his patients gave as their first symptoms one that 
was not connected with the chest, and that 12 per 
cent went through the entire course of the illness 
without a pulmonary symptom. 


REPORT OF CASE 


History.—T. B., age forty-seven, an Armenian farmer, 
was admitted to the Medical Service of the Fresno 
County Hospital on July 7, 1932. The only complaint 
at that time was pain in the finger-joints, with moder- 
ate tenderness and swelling. 


It was difficult to obtain a detailed history, as the 
patient’s command of the English language was very 
limited. The onset of the disease was ushered in five 
months previously with multiple joint involvement, 
settling finally in the interphalangeal joints. The pain 
in these joints had so progressed that the patient be- 
came bedridden the last four months of his illness. He 
was unable to feed himself, and even the slight touch 
of bedcovers would bring forth an outcry of pain. 


Past history was of no import, the patient enjoying 
very good health up to the onset of the present illness. 
Family history was irrelevant. 


Physical Examination.— The most striking observa- 
tion at first sight was a marked degree of clubbing of 
both fingers and, to a lesser degree, of the toes. 





Fig. 4.—Photograph of fingers showing clubbing and 
the metastatic lesion of finger. 
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Inspection revealed a fairly emaciated, middle-aged 
man, sitting in bed, and holding his swollen fingers in 
front for protection. The temperature was 99.6 de- 
grees. Respiration, 20. The pupils were equal, and 
reacted to both light and accommodation. All teeth 
were absent (removed on advice of former physician 
for “arthritis”). The supra- and infraclavicular fossae 
were prominent. No limitation of thoracic breathing 
was noted. The diaphragmatic excursion on both sides 
was of normal range. No changes were noted in the 
vocal fremitus. There was questionable dullness and 
somewhat diminished breath sounds over the right 
infraclavicular region. No rales were present. The 
area of cardiac dullness was of normal position and 
size. The heart sounds were distant and scarcely audi- 
ble. No murmurs were present. The pulse was 88. 
The blood pressure was 120/70. 

The abdomen presented a peculiar formation of 
cicatricial tissue due to a previous skin infection of 
undetermined etiology. No abnormal masses were 
palpable. No tenderness or deformity of the spine was 
noted. Moderate hyperesthesia of all extremities and 
marked clubbing of both fingers and toes, with swell- 
ing and tenderness of the interphalangeal joints. 
There were no abnormal reflexes elicited. Rectal ex- 
amination revealed good sphincter tone with no pros- 
tatic enlargement. 


Laboratory Findings.— Blood: hemoglobin, 67 per 
cent; red blood cells, 3,680,000; white cells, 5,850. The 
urinalysis was repeatedly negative. The sputum ex- 
aminations were negative for acid-fast- bacilli, elastic 
fibers, and abnormal cells. Repeated blood cultures 
were negative. A mantoux using 1 milligram gave a 
negative reaction. Blood, spinal and provocative Was- 
sermanns were negative. The spinal fluid was clear, 
under no increased pressure and no pleocytosis. 


Roentgenograms.—It was purely of academic interest 
alone that a roentgenogram of the chest was ordered 
because of the secondary pulmonary osteopathic 
changes noted in the fingers. Much to our surprise, 
a circular dense area was revealed occupying the right 
upper lobe in the periphery. Figures 1 and 2 demon- 
strate the progress of the lesion during the patient’s 
five months’ stay in the hospital. 

There were diversified opinions among us as to the 
interpretation of the first chest plate. The following 
diagnoses were considered: Pulmonary abscess; neo- 
plasm (primary or secondary), foreign body reaction, 
and echinococcus cyst. At this time x-ray studies of 
the extremities revealed secondary pulmonary hyper- 
trophic osteo-arthropathy, namely, a marked periosti- 
tis of the long bones and well-defined spurring of the 
interphalangeal joints. Figure 3 shows a view of the 
middle finger of the left hand, demonstrating the 
hypertrophic bony and periosteal changes as well as 
a small area of decalcification of the middle phalanx. 
We now strongly suspicioned malignancy with meta- 
stasis, and had a readily accessible area for biopsy 
study. Roentgenographs of the spine, pelvis, skull and 
other extremities failed to reveal any evidence of 
further metastasis. Other diagnostic procedures em- 
ployed were: artificial pneumothoraces, bronchoscopic 
examinations, fluoroscopic studies, and aspiration of 
the tumor mass. All gave negative findings. An ex- 
ploratory needle with a hooked end was used success- 
fully in securing small bits of the tumor mass. An 
intubator attached to a high frequency current was 
used in the tract to secure hemostasis. 


Course.——Hospitalization extended to approximately 
five months. The patient’s symptoms progressively 


became worse. Pain and tenderness gradually in- 
volved the right shoulder joint and chest. The appe- 
tite grew poorer every day. Emaciation was becoming 
marked. It is remarkable that even in advanced stages 
the patient had no cough, expectoration, hemoptysis 
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Fig. 5.—Microphotograph of section of biopsy from finger. 


or dyspnea; in fact, the only localizing subjective 
symptom was intractable pain in the right chest radi- 
ating to the shoulder on the same side. The frequent 
use of opiates was necessitated in the late stages. The 
affected finger had to be amputated due to enlarge- 
ment. Metastatic subcutaneous nodules now made 
their appearance over the right axilla. 

The patient died on November 27, 1932, following 
a progressive loss of weight, cachexia, and marked 
pain. Surgical interference was not considered, be- 
cause of the early metastatic phenomena. An autopsy 
was performed, which verified the clinical diagnosis of 
a primary carcinoma of the lung. 


COMMENT 


We are in full accord with M. Fishberg’s state- 
ment that clubbed fingers appearing in a patient 
of middle age should urge careful examination of 
the lungs for tumor. 

General Hospital of Fresno. 
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COARCTATION OF THE AORTA, ANOMALOUS 
CORONARY ARTERY AND PATENT 
DUCTUS ARTERIOSUS* 


REPORT OF CASE WITH SUBACUTE BACTERIAL ENDO- 
CARDITIS, SHOWING MYCOTIC ANEURYSMS OF 
THE AORTA AND SUPERIOR MESENTERIC 
ARTERY 


By Freperick Kettoce, M. D. 
AND 
Gerson R. Biskinp, M. D. 


San Francisco 


HE diagnosis of coarctation of the aorta has 

been made more frequently since the appear- 
ance of Abbott’s' and Blackford’s* excellent arti- 
cles. In 1928 Abbott was able to collect two 
hundred cases of coarctation of the aorta which 
were found at autopsy. Twenty-one of these were 
recognized clinically. 

The signs of coarctation of the aorta are mainly 
vascular. The cardiac findings, which are often 
present, are an enlargement of the left ventricle 
(secondary to the hypertension in the upper body), 
and a systolic murmur along the left sternal border. 
This murmur is usually maximal in the back be- 
tween the scapulae. The chief vascular finding is 
a change in tension and form of the pulse in the 
upper body as compared with the lower. In fact, 
Abbott states, “A diminished blood pressure in 
the lower extremities, with retardation and dimi- 
nution or complete absence of the femoral pulse 
in the presence of a contrasting hypertension in 
the upper extremities, and a hard, full radial pulse 
is in itself ground for a provisional diagnosis.” 
The second characteristic vascular sign is the 
evidence of collateral arterial circulation over 
the chest. Roentgenologic examination may show 
scalloped rib margins (a sequel of the hyperten- 
sion and collateral circulation in the intercostal 
arteries), or abnormal pulsation of the ascending 
aorta, aS compared with an undemonstrable or 
only slightly pulsating descending aorta. 

Three times as many cases of coarctation are 
found in men as in women. Death is most apt to 
occur in adolescence or in early middle life. In 
their order of importance, death most commonly 
results from myocardial failure, rupture of the 
heart or aorta, cerebral hemorrhage, or mycotic 
endarteritis. 

In the following case, coarctation was not recog- 
nized until a week before death. 


REPORT OF CASE 


W. S., a sixteen-year-old white, single, schoolboy 
entered the University of California Hospital on the 
Surgical Service on June 29, 1932, complaining of 
abdominal pain. When the patient was four years old 
he had an appendectomy with drainage because of a 
ruptured appendix. Since that time he had had oc- 
casional abdominal distress, accompanied by eructa- 
tions of gas. When he was six years old he had 
measles complicated by otitis media, followed by inter- 





* From the divisions of medicine and pathology, Uni- 
versity of California Medical School, San Francisco. 
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mittent attacks of otorrhea. When he was twelve 
years old, reddish urine was noted for a short time. 

A year before his entry he was ill for two weeks 
with “pneumonia.” Following this his abdominal 
symptoms increased in severity and he began to notice 
dyspnea and easy fatiguability on exertion. Two 
weeks before entry he was in bed several days with 
fever and generalized aching. He then began to have 
constant, aching, nonradiating epigastric pain, lasting 
five days. The pain was accompanied by nausea, but 
not by vomiting, until two days before entry, when 
he vomited, several hours afterward, the food eaten at 
breakfast. This was followed by severe, generalized 
abdominal colic which persisted to the time of entry. 
There was no constipation. 


Physical Examination.—Physical examination at entry 
showed a pale, slender boy, who thrashed about in bed 
complaining of severe abdominal pain. The tempera- 
ture, pulse rate, and respiratory rate were normal. 
The tongue was heavily coated. The tonsils were 
moderately enlarged and cryptic. The heart showed 
no signs of enlargement; the aortic second sound was 
accentuated; and a loud systolic murmur was heard 
over the precordium. The brachial blood pressure was 
140 systolic, 80 diastolic. The abdomen was tense, but 
there was no distention, spasm or localized tenderness. 
Peristalsis was audible throughout. 

An examination of his blood revealed 68 per cent 
hemoglobin (Sahli), 3,900,000 erythrocytes and 14,000 
leukocytes per cubic millimeter, with a differential of 
80 per cent polymorphonuclear cells. The urine con- 
tained acetone and a faint trace of albumin. The cen- 
trifugalized urinary sediment showed, per high dry 
field, five to six white cells, five epithelial cells, fifteen 





Fig. 1.—Drawing of heart, aorta and superior mesenteric 
artery. The vegetations on the aortic leaflets, the ruptured 
aortic valve, the bifid coronary mouth, the coarctation of 
the aorta, the patent ductus arteriosus, the mycotic aneu- 
rysm of the aorta and the mycotic aneurysm of the su- 
perior mesenteric artery are illustrated. The inset shows 
a bristle in the patent ductus arteriosus. The same bristle 
emerges from the ductus arteriosus just below the coarcta- 
tion in the main figure. 
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to twenty red cells, and one to two granular cellular 
and hyaline casts. The Wassermann reaction on the 
blood was negative. 


Diagnosis and Treatment.—A diagnosis of partial 
intestinal obstruction was made and an exploratory 
laparotomy was performed the day of entry. Some 
peritoneal adhesions were found and freed, but a defi- 
nite intestinal obstruction was not present. A fusiform 
swelling, approximately two centimeters in diameter, 
showing expansile pulsations, was seen in the region 
of the superior mesenteric artery. This was thought 
to be an aneurysm. Numerous enlarged lymph nodes 
were present in the mesentery. 


Following the operation, the patient continued to 
have occasional attacks of generalized abdominal pain. 
The phenolsulphonephthalein excretion, the Mosenthal 
test, and the non-protein-nitrogen and creatinin deter- 
minations in the blood were within normal limits. The 
Wassermann reaction on the spinal fluid was negative. 
The urinary findings and leukocytosis continued as on 
entry, and the anemia became more marked. X-ray 
films of the renal regions showed no evidence of stone. 
A tentative diagnosis of subacute glomerular nephritis 
was made. 

An examination eight days after entry showed no 
change in the size of the heart; the brachial blood 
pressure was 185 systolic, 105 diastolic. A loud systolic 
murmur was heard anteriorly in the third left inter- 
space which was transmitted to the neck, left axilla, 
and back. This was thought to indicate a congenital 
cardiac lesion. 

Three weeks after entry the patient was transferred 
to the Medical Service. At this time a diastolic mur- 
mur was heard to the left of the sternum in the third 
and fourth interspaces. The brachial blood pressure 
was 150 systolic, 60 diastolic. The next day definite 
aortic systolic and diastolic murmurs were heard, and 
a to-and-fro murmur was present over the pulmonic 
area. A very loud, rough, systolic murmur was heard 


over the posterior thorax, maximal along the spine. 
Slightly enlarged, tortuous, transverse scapular arte- 
ries could be easily felt. The radial pulse was Corrigan 
in type, and a pistol-shot sound could be heard over 


the brachial artery, but not over the femoral. Pulsa- 
tion in the dorsalis pedis and internal malleolar arte- 
ries was imperceptible. The brachial blood pressure 
was 160 systolic, 25 diastolic; the femoral was 85 sys- 
tolic, 70 diastolic. 

Because of these findings, a diagnosis of coarctation 
of the aorta, aortic regurgitation, and probable patent 
ductus arteriosus was made. As a subacute bacterial 
endocarditis could explain the anemia, leukocytosis, 
urinary findings and the changing cardiac signs, cul- 
tures of the blood were taken from which Streptococcus 
alpha was obtained. The same organism predominated 
in a culture of the throat and was also found in the 
urine. A urea-clearance test was within normal limits. 

X-ray films and fluoroscopy of the chest were nor- 
mal, save that the aorta could not be traced beyond 
the transverse arch, though the vessels in the upper 
mediastinum pulsated abnormally. The rib margins 
were not scalloped. An electrocardiogram showed an 
intraventricular block and a right axis deviation. 
Simultaneous pulse tracings showed that the pulsation 
of the radial artery preceded that of the femoral (nor- 
mally, the femoral pulsation precedes the radial). 

The patient’s temperature, heretofore practically 
normal, now became moderately elevated, and re- 
mained so until death. The arms continued to show 
a high pulse pressure with low diastolic pressure, and 
the legs a low pulse pressure with relatively high dias- 
tolic pressure. Dyspnea and orthopnea now appeared, 
soon followed by pulmonary edema and then a right 
pleural effusion. On the day of death a gallop rhythm 
and a pericardial friction rub were heard. The spleen 
was palpated for the first time, and the edge of the 
liver was found to be four centimeters below the right 
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costal margin. He died of cardiac failure a month 
after entry. No petechiae were noted at any time. 

The clinical diagnosis was coarctation of the aorta, 
patent ductus arteriosus, subacute bacterial endocardi- 
tis, rupture of the aortic valve with consequent cardiac 
failure and focal glomerular nephritis. The abdominal 
aneurysm was thought to be congenital. 


Postmortem Findings—Postmortem examination (per- 
formed three hours after death): In the conjunctiva 
of the lower left eyelid were two petechial hemor- 
rhages. There was slight clubbing of the fingers of 
the right hand. The recent lower right rectus opera- 
tive scar had a central granulating zone. 


The peritoneal cavity contained a slightly increased 
amount of dark, straw-colored fluid, and in the right 
lower quadrant the peritoneum was iced over by a 
recent fibrinous exudate. Each pleural cavity con- 
tained 250 cubic centimeters of a light, straw-colored 
fluid. The pericardial sac, likewise, contained an in- 
creased amount of clear, straw-colored fluid. An old, 
thin, fibrous band joined the epicardium and _ peri- 
cardium at the apex. 

The heart weighed 400 grams. The left ventricle 
was hypertrophied, having a maximum thickness of 
1.7 centimeters. The aortic valve was partially de- 
stroyed by a large, crumbling vegetation, and appeared 
to be composed of two leaflets. The right cusp and 
the posterior cusp were fixed together by the vegeta- 
tion, which had destroyed their common attachment. 
A portion of the right cusp had been torn out of this 
fibrinous mass. An anomalous bifid coronary artery 
was situated behind this cusp. 

The aorta was constricted in an hour-glass fashion 
by a firm, white band 2 centimeters below the root 
of the left subclavian artery. This band, causing a 
coarctation, was less than 1 millimeter in thickness. 
Immediately distal to it the intima was puckered 
around a small perforation, through which a bristle 
could be passed into the pulmonary artery. This was 
the remnant of the ductus Botalli, which was anatomi- 
cally open but functionally closed. Measurements of 
the circumference of the aorta were 1.9 centimeters 
at the bifurcation, 3 centimeters at the level of the 
superior mesenteric artery, 4 centimeters at a point 
2 centimeters below the coarctation, 1.9 centimeters 
at the coarctation, and 2.8 centimeters at the root of 
the left subclavian artery. There were numerous large, 
irregular vegetations and small aneurysmal dilatations 
of a mycotic nature distal to the coarctation. 

The branches of the arch of the aorta were normal 
in number and location, but were slightly larger than 
normal in size. The intima of this portion of the aorta 
showed a few yellowish, atheromatous streaks. At a 
point 5.5 centimeters from the aorta the superior mes- 
enteric artery dilated to form a fusiform mass measur- 
ing 6x5x4 centimeters, situated in the mesentery of 
the small bowel. The walls of the artery were greatly 
thickened and held a laminated thrombus in the lumen. 
The vessel could not be traced beyond the aneurysm. 
The internal mammary arteries were larger than nor- 
mal, but their anastomoses with the intercostal arte- 
ries were not unusual. The heart, aorta, and superior 
mesenteric aneurysm are shown in Figure 1. 

The spleen weighed 550 grams, was soft in consist- 
ency and contained several small, firm, white, embolic 
abscesses. Each kidney was enlarged, showing purple 
petechiae beneath the capsule, and on section this 
“flea-bitten” appearance was still more striking. 


Microscopic Findings—The aortic vegetations were 
composed of clumps of Gram-positive organisms sur- 
rounded by dense fibrin. The mycotic aneurysms of 
the aorta showed a dense, infected, granulation tissue. 
The aneurysm of the superior mesenteric artery was 
similar, save that an organized and canalized thrombus 
was also present. The sections of the lung were ex- 
amined for the changes usually ascribed to rheumatic 
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fever;® but none could be found. A recent terminal 
bronchopneumonia was present. The serosa of the 
jejunum was covered by a recently organized fibrinous 
exudate. The spleen showed numerous infected em- 
bolic abscesses situated in an acute, gray, splenic 
tumor. The typical picture of an acute focal glomerulo- 
nephritis was present in the kidneys. 
Pathological Diagnosis 

I. Congenital heart disease. 
. Coarctation of the aorta. 
. Anatomically patent ductus arteriosus. 
. Bifid mouth of right coronary artery. 
. Left ventricular cardiac hypertrophy. 


. Subacute bacterial endocarditis (Streptococ- 
cus alpha). involving the aortic valve with 
rupture of the right cusp. 


2. Mycotic aneurysm of descending thoracic 
aorta. 


3. Mycotic aneurysm of superior mesenteric 
artery. 


4. Acute focal glomerulonephritis. 


5. Acute gray, splenic tumor with embolic ab- 
scesses. 


6. Passive congestion of the viscera and bi- 
lateral pleural effusion. 


III. Old localized adhesive pericarditis. 
IV. Recent localized peritonitis. 
V. Terminal bronchopneumonia. 


mm & Ww Dh 


II. 


COM MENT 


The incidence of bacterial endocarditis in a con- 
genitally malformed heart is quite high. In this 
instance the oldest lesions appeared to be in the 
thoracic aorta near the coarctation, followed by 
involvement of the superior mesenteric artery and 
then the aortic valve. The onset of the infectious 
process probably occurred a year before entry 
when the patient was said to have had pneumonia. 
The process was fairly quiescent up to the onset 
of the symptoms before entry, and then became 
more fulminating. Death, however, was due to 
cardiac failure rather than to sepsis. Distortion 
and rupture of the aortic valve imposed too great a 
strain on an already overburdened cardiac muscle. 

The symptoms during the terminal stages of the 
disease were difficult to interpret, and several diag- 
noses were considered before the correct one was 
reached. The first diagnosis of intestinal obstruc- 
tion was based on the history of a ruptured ap- 
pendix in childhood, and the abdominal colic and 
the vomiting. When the abdominal aneurysm was 
found, the blood and spinal fluid were examined 
to rule out syphilis. Acute hemorrhagic nephritis 
was next considered because of the hypertension, 
anemia, and hematuria. Finally, the probability of 
congenital heart disease with coarctation of the 
aorta was recognized, and the complication of sub- 
acute bacterial endocarditis suspected and con- 
firmed by culture of the blood. 


The coarctation was diagnosed because the arte- 
ries of the upper extremities showed hypertension 
and a high pulse pressure, as contrasted with a 
hypotension and low pulse pressure of the arte- 
ries of the lower extremities. Furthermore, the 
enlarged, tortuous, transverse scapular arteries 
were evidence of collateral circulation. The lack 
of scalloped rib margins in the x-ray films is not 
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unusual at this age, as apparently only in older 
individuals who have had coarctation for a longer 
time does this sign appear. Likewise, the early 
arteriosclerotic changes found in the aorta would 
have advanced with time. 


In the presence of hypertension in a young indi- 
vidual, coarctation of the aorta should always be 
considered, and the character of arterial pulsations 
in the lower extremities noted. 


SUMMARY 


1. A case of coarctation of the aorta with sub- 
acute bacterial endocarditis producing mycotic 
aneurysms of the aorta and the superior mes- 
enteric artery is reported. The symptoms result- 
ing from the aneurysm of the superior mesenteric 
artery simulated acute intestinal obstruction and 
a laparotomy was performed. The urinary find- 
ings actually due to the bacterial endocarditis led 
to a tentative diagnosis of acute hemorrhagic 
nephritis. 

2. Coarctation was finally recognized because of 
the marked difference in arterial pulsations in the 
upper and lower extremities, and because of evi- 
dence of collateral arterial circulation. 


3. The rapidly changing cardiac murmurs, ane- 
mia and hematuria led to the diagnosis of the 
complicating subacute bacterial endocarditis. 

University of California Medical School. 
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SOME NEW INSTRUMENTS AND 
MODIFICATIONS 


By Crement H. Arnotp, M.D. 


San Francisco 





IGURE ONE.—One of the inconveniences of 

working in the vaginal canal has been the 
interference with vision by the handles of the 
several instruments used. In nose and throat work 
some of this has been obviated to a great extent 
by the development of the “bayonet” forceps. 

In Figure 1 is shown a view of the ordinary 
cervical tenaculum, to which this principle has 
been applied. Its advantages are those of increas- 
ing the visibility of the operating field in that the 
handles, and incidentally the assistant’s hands, are 
out of the field of vision; and secondly, that when 
one engages the cervix on each side, the increased 
leverage due to the angulation of the instruments 
brings the cervix down into the lower vaginal seg- 
ment with greater ease and gentleness, that is, 
with less direct tractive force. 


7 ? 7 


Figure 2.—As a victim of three laparotomies, 


my memories have always been lacerated by the 
thoughts of the unconscious brutality of the usual 
silkworm-gut retention sutures—with their tend- 
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Fig. 1 Fig. 2 Fig. 3 
ency to cut into the tissues whenever any dis- 


tention supervened—and the attendant pain. 


Buttons have been used before, as has rubber 
tubing ; but most buttons have sharp edges which 
turn inward and downward, and they also slip 
along the skin. 


Figure 2 shows a button devised by us, and 
also the same fused to each end of a hollow, flat 
bar. The buttons are of a size between that of a 
quarter and a half-dollar; they are about two and 
one-half millimeters thick, and are bi-concave, so 
that they produce a sort of suction upon the sur- 
face of the skin; the edges are rolled, or rounded, 
so that they will not cut, even though they should 
become inverted a bit; and the holes are bevelled 
to prevent cutting of the braided silk we use when 
it is under tension. 

When retention sutures are required, we use 
heavy braided silk, and they are so threaded 
through the buttons, or button-bar, that all the 
silk, except that which ties over the button or is 
looped over them, or through the hollow bar, is 
beneath the skin surface and thus cannot cut into 
it, whatever be the tension. 


7 7 7 


Figure 3 and Figure 4.—Exposure is the prime 
sine qua non of successful operative accomplish- 
ment, and anything which will favor that end, 
while working in the vagina, is greatly to be 
desired. 


A year and a half ago, Kny-Scheerer brought 
out a new vaginal speculum, called the Schoen- 
brunn, which was formed according to anatomical 
contours, and gave finer exposure than the usual 
straight-bladed bivalve speculum, but which was 
too short in the blades; and this having only a 
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Fig. 4 Fig. 5 

very short tail, with a ring in it, had a tendency 
to slip out and needed to be fastened with a towel- 
clip or some such device. 

Since the blades of this instrument were shaped 
upon an anatomical background, with contours 
that had no tendency to injure the tissues, we 
thought that a combination with the usual weighted 
speculum might add some advantages which it 
alone did not possess. 

Through the kind assistance of Mr. H. Weni- 
ger, an instrument maker in San Francisco, we 
cut off the small tail of the original speculum, and 
after cutting off the vaginal blade of a weighted 
speculum we had the two fused into one, making 
a combined speculum as shown in Figure 3. It 
can very readily be seen, therefore, that the 
amount of exposure is very great (see Figure 4), 
while the curves of the blades fit the bladder and 
rectal curves, as well as under the pubes, so as 
to give a minimum of pressure in any one spot, 
and trauma, 

Occasionally, in a very deep or relaxed vagina 
the weighted butt must be held out from the table 
with an inserted pad; but that is an easy accom- 
plishment. 

Figure 5 shows the speculum taken apart so 
that it may be used as an ordinary weighted specu- 
lum, with easy accessibility of the parts and very 
little downward tension upon the rectum. 

These instruments, noted above, are not alto- 
gether original; they are only modifications and 
were made for our own experimental use, with 
the hope that they would assist toward better 
operative technique and results. So far, in our 
hands they have all given excellent results, with 
enhanced ease of procedure. 

490 Post Street. 





EYELASH DYEING* 


SOME SEVERE EYE AND SYSTEMIC SYMPTOMS 
RESULTING THEREFROM 


By Frank H. Ronin, M.D. 
San Francisco 


ECENTLY a number of cases of dermatitis 
and severe eye lesions, following the use of 
eyelash and eyebrow dyes, have been reported. 
Bab? reported the histories of six patients in 
whom the dyeing of eyelashes and eyebrows with 
henna was followed by severe conjunctivitis, edema 
of the lids, blepharospasm, watering of the eyes, 
painfulness and, in some, even by the development 
of sties, marginal keratitis, erosions and ulcera- 
tions of the cornea and eczema of the brows. 
Greenbaum ? reported a case of dermatoconjunc- 
tivitis, due to the use of “Lash-Lure,” an eye- 
lash and eyebrow dye. Harner* reported three 
cases of dermatoconjunctivitis due to the use of 
“Lash-Lure.” Two of Harner’s patients developed 
lesions of the corneas. Bourbon * reported a case 
of severe eye symptoms which followed the dye- 
ing of the eyelashes. Jamieson® reported a case 
of dermatoconjunctivitis, following the use of 
“Lash-Lure.” McCally, Farmer, and Loomis ® 
reported a case of corneal ulcerations, which fol- 
lowed the use of “Lash-Lure.” The result was a 
large dense opacity of the right cornea with the 
vision limited to light perception; while the left 
cornea has a less dense opacity of the lower half 
and sufficient infiltration above to restrict the 
vision to light perception. 
How severe the lesions may be resulting from 
a dyeing of eyebrows and eyelashes, is well illus- 
trated by the following case, which occurred on 
our service at the Mount Zion Hospital. 


REPORT OF CASE 


History.—E. K., a widow, age fifty-three years, was 
first seen at her home on August 8, 1931. On the pre- 
vious day she had had her eyebrows and eyelashes 
dyed at a beauty parlor. Just what the dye was we 
were unable to ascertain with certainty. Late that 
afternoon the eyelids became swollen and the swell- 
ing greatly increased, so that she was unable to open 
her eyes and it was necessary for her neighbors to 
come in and feed her and attend to her needs. In 
addition to the swelling, she complained of a great 
deal of pain in the eyes, especially in the right eye. 
There was uncontrollable itching of the eyelids and 
face, and the patient complained of feeling very ill. 

Fifteen years previously she had bleached her hair 
with peroxid and ammonia, after which she used a 
hair dye. This was followed by a tremendous swell- 
ing of the scalp, which lasted for three weeks. Six 
years later a similar procedure produced also identi- 
cally the same results. She had never had any asthma 
or other allergic disturbances. However, as a child, 
she had had a persistent dermatitis of the scalp. 
Otherwise, her past history was uneventful. 


Examination.—When the patient was first seen she 
appeared extremely ill and in great distress. The ex- 
amination revealed an extensive dermatitis venenata 
involving the entire forehead, face and, for a short 
distance, part of the neck. The skin was considerably 
swollen and generally reddened with scattered areas 
of vesiculation. In many places these vesicles had 
broken, and the raw surface oozed serous fluid. There 
was a tendency to crust formation in these areas. 


*From the department of ophthalmology of the Mount 
Zion Hospital. 
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The eyelids were tremendously swollen and the skin 
here was somewhat thickened. A great deal of muco- 

purulent discharge was escaping from the conjunctival 
sacs. The swelling of the lids was so marked that only 
with a great deal of effort was it possible to separate 
them in order to view the eyeballs. There was a great 
deal of edema of the tarsal and bulbar conjunctiva. 
The swelling of the bulbar conjunctiva was so marked 
that it partly overhung the corneas. The cornea of 
the right eye showed some erosions, while the left 
cornea was intact. 


On the following day the patient’s condition was 
worse. There was more itching of the face and she 
was in great distress. The swelling was more exten- 
sive, involving the forehead, the entire face, ears, back 
and front of neck, and extending over the sternum to 
the breasts. It also involved the shoulders and the 
back. The whole face was greatly swollen and the 
neck was much increased in size. The pharynx was 
edematous. The scalp was free of lesions. The patient 
appeared very ill and toxic. The temperature was 38.2 
centigrade. She was sent to Mount Zion Hospital. 

The blood Wassermann reaction was negative and 
urinalysis showed, a number of times, a slight trace 
of sugar. 


Treatment and Course.——While in the hospital the 
patient had a stormy time (Chart 1). The general 
swelling remained the same for three days (Figs. 1 
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Chart 1.—The temperature, pulse and respiration of the 
patient during the first ten days’ stay at the hospital. 
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and 2), and then gradually subsided. It was not, how- 
ever, till five days after admission that the swelling 
of the eyelids was sufficiently reduced to enable the 
patient to open her eyelids, and it was eighteen days 
before the patient’s condition improved sufficiently that 
she was able to be discharged. 

Treatment consisted of keeping the conjunctival 
sacs clean by frequent separation of the eyelids, thus 
allowing the discharge to escape. The eyes were atro- 
pinized and novocain ointment was placed in the con- 
junctival sacs. White vaselin was applied to the skin 
and later zinc oxid ointment was used. The pain was 
controlled by the use of codein and morphin. 

When the patient left the hospital the edema of the 
face and eyelids was practically gone. A number of 
the eyelashes were missing. The margin of the eye- 
lids appeared as seen in healing ulcerative blepharitis. 
Many hairs of the eyebrows were gone and others had 
small abscesses around them. 

Later a small localized mass on the lower left eyelid 
near the outer canthus had to be excised. 


Complete cure was not obtained until October 15, 
ten weeks after the patient first took ill. 


COM MENT 


Seven cases of dermatoconjunctivitis, due to the 
use of eyelash and eyebrow dyes, have been re- 
ported in The Journal of the American Medical 
Association since July, 1933. Some of the patients 
reported had corneal lesions, and one patient had 
corneal ulcers resulting in corneal scars with blind- 
ness ; the final vision obtained was light perception 
with each eye. In addition to the seven cases men- 


Fig. 1.—Front view, showing the extension of the edema, 
The photograph was taken three days after her admission 
to the hospital. 


CLINICAL NOTES—-CASE REPORTS 


Fig. 2.—Side view, showing the extension of the edema. 


tioned above, Bab' reported the histories of six 
patients with various eye lesions due to the use 
of henna in dyeing the eyelashes and eyebrows. 

In the present case the outstanding factors 
were: The marked swelling of the eyelids fol- 
lowed by the edema of the face soon after the 
application of the dye; the extension of the edema 
which involved the forehead, eyelids, face, neck 
and chest to the breasts ; the edema of the pharynx 
and erosions of the right cornea. The symptoms 
were so severe that hospitalization was necessary, 
and it was eighteen days before the patient’s con- 
dition improved sufficiently that she was able to 
leave the hospital. It was ten weeks after the 
onset of her illness that a complete cure was 
obtained. 


Just what particular dye was used we could not 
ascertain with certainty. The possibility of an 
allergic reaction to the dye has to be considered, 
in view of the severity of the symptoms and the 
gradual subsidence of the edema and the swelling 
of the eyelids. The patient also gave a history of 
having marked swelling of the scalp twice previ- 
ously following the dyeing of her hair, fifteen and 
seven years before. 

The danger of dyeing the eyelashes is, there- 
fore, a very serious one, and already has been 
commented on editorially by The Journal of the 
American Medical Association." 
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Since writing this paper, Moran reported a case 
of “Bilateral Necrosis of the Cornea Following the 
Use of Hair Dye on the Eyebrows and Lashes” 
(Journal of the American Medical Association, 
102 :286-287, January 27, 1934). A woman, age 
sixty-six, after using Godefroy French Hair 
Coloring (Larieuse), which contains paraphenyl- 
enediamine, developed necrosis of the corneas, 
with the result that the vision was reduced to 
10/200. 


490 Post Street. 
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ILIARY tuberculosis is considered by many 
to be a fatal disease. Waters, writing on the 
subject in “Tice System of Medicine,” states that 
although a few patients are reported to have 
recovered, there is reason to believe that the diag- 
nosis was not clearly determined. Marlow, how- 
ever, was able to collect thirty-six cases in the 
literature with patients reported as healed, to 
which he added two of his own. Both of his 
patients were still living, fourteen and twenty- 
four months, respectively, after the process was 
diagnosed by the roentgen ray. Additional cases 
have since been reported by Banyai, whose patient 
had the disease nine years, and by Meyers-Palgen. 
The diagnoses were made by roentgen ray and 
corroborated by positive sputum. Meyers ex- 
amined a man of fifty years and found a chest 
filled with miliary shadows; pneumoconiosis was 
excluded, and the conclusion was reached that the 
shadows represented a healed miliary tuberculosis. 
The case we are reporting is of interest because 
the disease probably occurred thirty-five years 
prior to our examination, and the diagnosis was 
confirmed by autopsy. 


* From the department of roentgenology, Mt. Zion Hos- 
pital, San Francisco. 
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Fig. 1.—Healed miliary tuberculosis. 


REPORT OF CASE 


M. G., male, age sixty-five, for a few months past 
noticed increasing difficulty in swallowing. Radiologic 
examination revealed an obstructive carcinoma of the 
esophagus. During the examination it was noted that 
the lung fields were filled with small calcified miliary 
shadows, approximately of the same size, and less 
than one-eighth of an inch in diameter, indicating the 
same age and stage of development. 

Reviewing the patient’s past history, it may be 
noted that the only illness of importance was a diag- 
nosis of typhoid fever in 1896. Uncomplicated with 
meningeal symptoms, miliary tuberculosis can so clini- 
cally simulate typhoid fever that it is called by Osler 
the typhoid form. Considering the prevalence of 
typhoid fever at that time, and the lack of roentgen- 
ray examination to diagnose miliary tuberculosis, it 
is justifiable to assume that the patient had a mistaken 
diagnosis made of typhoid fever. 

The patient’s death ‘followed a gastrostomy for the 
esophageal obstruction. Postmortem examination of 
the lungs by Dr. G. Y. Rusk showed both lungs to 
be peppered with small nodules all about the same size. 
Many of them were calcified. Microscopic examination 
of the uncalcified nodules showed areas of necrosis 
surrounded by a lymphocytic infiltration, among which 
were occasional giant cells. The postmortem diagnosis 
was “healed miliary tuberculosis.” No evidence of 
tuberculosis was found in the other organs. 


COMMENT 


1. A case is presented of a healed miliary tuber- 
culosis of the lungs. 


2. Diagnosis made by roentgen ray was con- 
firmed at postmortem. 


3. A small percentage of the lesions were calci- 
fied. Only the calcified lesions were seen on the 


chest film. All were of approximately the same 
size. 


4. Onset of the disease was thirty-five years 
ago. 
2200 Post Street. 
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Duncan and Harding in 1918. A disturbance of 
the carbohydrate metabolism is a common feature, 
and the condition of the glycogen-depleted liver, 
the occurrence of ketosis, the periodicity of the 
symptoms with the time in pregnancy when there 
is a negative nitrogen balance and when the carbo- 
hydrate storehouse, the placenta, is as yet not 
formed. 

One other theory—that of E. Aburels, an- 
nounced in 1931—given a nervous spasmophelic 
and have a susceptible individual, the irritation of 
the uterus during pregnancy produces a uterogas- 
tric reflex, causing a spasm of the pyloric reflex 
of the stomach, and vomiting results. 

Clinically, no satisfactory distinction can be 
made between toxic and neurotic vomiting. 


Course and Symptomatology.—Usually the phy- 
sician’s attention is directed to a case of aggra- 
vated “morning sickness.” The severe symptoms 
usually appear in the third month at about the 
time the patient should be over her nausea of 
pregnancy. The nausea and vomiting increase in 
severity, the frequency varying from emesis sev- 
eral times a day to immediate rejection of any 
food or liquids taken. The partial or complete 
abstention of food, coupled with the loss of fluids 
by vomiting, cause an acute anhydremia. This 
creates a concentration of the serum proteins, 
which soon leads to liver degeneration. Liver de- 
generation is caused by anhydremia, and concen- 
tration of serum proteins rises. 


Morning Sickness. 

“Morning sickness” occurs in early weeks of preg- 
nancy, and is characterized by: 

1. Nausea. 

2. Vomiting worse at some period of the day. Able 
to retain food and water at times. 

3. Tends to spontaneous adjustment at about the 
fourth month. 
Toxic Vomiting. 

1. Usually in the third or fifth month. 

2. Vomiting continuous upon ingestion of food or 
water. 

3. Rapid loss of weight and strength. 

4. Pulse rapid. 

5. Urinary changes present (acetone and diacetic). 

6. Not maintaining a normal water balance, as 
shown by low daily output of urine with high specific 
gravity. 

7. Delirium and coma. 
Urinalysis. 

Specific gravity greater than 1010. 

Low output for patient. 

Acetone and diacetic. 

Urobilinuria, severe type, with liver damage; prog- 
nosis poor. 


Pulse. 
Pulse if increasing and above 100; prognosis grave. 


Our diagnosis rests, then, on a gestational his- 
tory with physical examination and the symptoms 
due to: starvation, dehydration, hepatic derange- 
ment, and neurosis. 

Stated again, we must consider: an accurate and 
positive diagnosis of pregnancy; the signs and 
symptoms of nausea of pregnancy; and the uri- 
nary findings. 

A careful and complete physical examination 
will distinguish between emesis due to pregnancy 
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and emesis during pregnancy. Emesis during 
pregnancy may be due to causes having no rela- 
tion to the pregnancy, such as: reflex vomiting 
due to displacement of uterus, tumors, diseases of 
adnexa ; gastric ulcer, gall-bladder disease ; bowel 
obstruction ; and neurotic vomiting. 


* * * 


Joun W. Suerrick, M. D. (350 Twenty-ninth 
Street, Oakland.—Treatment and Prognosis. In 
attempting to outline a rational treatment of the 
nausea of pregnancy, one is faced with two diffi- 
culties: first, the widely divergent and often bi- 
zarre and wholly inadequate views advanced in an 
attempt to explain its causal factors; second, the 
confusion that exists as to the proper procedure 
to follow. There is no recommended routine 
method applicable to any or all classes of cases, 
but in each instance one must consider the indi- 
vidual. While certain general routine principles 
have been established, these must be changed as 
circumstances demand, and in every case all causal 
and related factors must be evaluated because of 
their bearing upon the details of therapy. 

Fundamentally, the nausea of pregnancy, whether 
classed as neurotic, reflex, toxic, mild, moderate, 
severe, physiologic, etc., is the same in all except 
for degree, some factors being more prominent in 
one than in another. No matter how mild the con- 
dition, we prefer to consider all cases as present- 
ing, sooner or later, some toxic element arising 
from the products of gestation with resultant 
metabolic disorder. While the majority of cases 
are of minor degree and are strictly self-limited, 
all are potentially capable of progressing to a 
much more serious state, and it is this type we 
are most concerned with in this discussion, and 
which presents the following characteristics form- 
ing the keynote upon which treatment is based. 
First, liver dysfunction with hypoglycemia, in- 
ability to store up glycogen, acidosis, disability 
to detoxify substances from the intestinal tract ; 
second, low sodium chlorid, with a condition some- 
what analogous to intestinal obstruction; third, 
dehydration which may be considered the key to 
the condition; fourth, loss and lowering of free 
hydrochloric acid and of total acid in the stomach 
from vomiting or from regurgitation of alkaline 
intestinal contents with neutralization of acid, 
when alkalosis may result. 


The individual who is essentially unstable, or 
nervously or physically inadequate, is the one who 
is the most likely to react excessively to the stress 
of pregnancy. For this reason the ideal situation 
in the treatment of vomiting of pregnancy would 
be a thorough study of the patient’s physical 
stability or inadequacy, and an analysis of her 
nervous and mental state before her pregnancy, 
with eradication of any possible factors that may 
directly or indirectly add to its stress and strain. 


Treatment is based on the assumption that 
vomiting of pregnancy is a condition of potentially 
progressive seriousness. Of prime importance is: 
first, early recognition of the condition and insti- 
tution of a definite regimen characterized by re- 
assurance and an air of confidence and under- 
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standing. Prolonged and frequent periods of rest 
and relaxation, preferably in the fresh air, are 
essential, and the patient should avoid undue 
physical fatigue and the nervous tension and strain 
of social engagements. Many cases are mild and 
will not require more than intelligent prenatal 
supervision with a more or less uniform regimen. 
Most patients will get well regardless of the type 
of treatment. Second, the evaluation and elimi- 
nation of such existing pathologic conditions as 
anemia, foci of infection, abdominal pathology, 
pelvic irritation, and nervous influences. Third, 
diet control characterized by frequent small feed- 
ings of high caloric value including dry, salty 
foods (pretzels, saltine wafers, potato chips, dried 
beef, crisp bacon, etc.), carbohydrates (desserts, 
cakes, candies, fruits). The patient should avoid 
the odors of cooking and the messiness of kitchen 
work. Dilute hydrochloric acid may sometimes be 
used to advantage to maintain the chlorid balance. 
An occasional gastric lavage with soda bicarbonate 
solution, or a dilute hydrochloric acid solution, is 
essential in the presence of reversed peristalsis 
with bile in the stomach. Fluids should be ingested 
between feedings in amounts sufficient to main- 
tain normal metabolism requirements and kidney 
output—fruit juices, tea, coffee, milk, and charged 
waters. Daily bowel movements are secured by 
diet control, vitamin B, suppositories, soda en- 
emas, mild cathartics. We advise against the use 
of most cathartic aids taken by mouth, as they 
may add to the nausea. Fourth, mild sedatives of 
a character and amount to control any nervous 
tension and gastric irritability—sodium bromid, 
phenobarbital and phenobarbital sodium by mouth 
or rectum, or luminal sodium hypodermically. 
Some give as an aid to the latter whole ovary 
or corpus luteum extract alone or combined with 
placental extract (we are at a loss to evaluate 
their real usefulness, but feel that they have often 
proved useful). Hypodermic medication may be 
given to advantage at the patient’s home by some 
member of her household. 

The above suggestions altered to meet the indi- 
vidual case serve usually to control the mild and 
moderately severe types of nausea of pregnancy. 
But some individuals do not respond to these 
measures, and the condition takes on a steadily 
progressive and more severe reaction with marked 
dehydration, starvation and other evidences of 
severe toxemia, and demands additional and more 
heroic treatment. This implies complete bed rest, 
preferably in a hospital, under the care of a nurse 
experienced in this particular problem; one who 
combines sympathy, understanding, firmness, in- 
sight and tact. 

All food, medication and fluid by mouth are 
withheld except to permit of gastric lavage with 
soda bicarbonate solution and cleansing of the 
mouth with an alkaline wash. The bowel is thor- 
oughly emptied by means of a soda or saline 
enema, or high colonic irrigation. After permit- 
ting the bowel to rest for an hour saline or five 
per cent glucose and two per cent soda bicarbon- 
ate in saline is administered by proctoclysis in 
amounts of ten to twelve ounces and repeated 
four hourly. To the first amount is added sodium 
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or triple bromid grains thirty to forty; to the 
second two drams of compound tincture of opium, 
etc. We prefer the small and oft-repeated reten- 
tion enema to the continuous drop method, al- 
though the reservoir permits of expulsion of the 
gas and maintains a constant amount of fluid in 
the colon. Care must be taken to avoid irritation 
of the bowel to the point of intolerance. 

One thousand cubic centimeters of 10 per cent 
glucose solution are given intravenously and re- 
peated in twelve hours as necessary to maintain 
fluid requirements and to offset the hypoglycemia 
and the starvation acidosis. This should be given 
very slowly to avoid any reaction. Some advocate 
insulin in divided doses, thirty units in all, to aid 
in the utilization of the carbohydrate. May we 
suggest, however, that insulin often carries very 
definite risks and should be used with great 
caution! Adrenalin should be available for emer- 
gency. Normal saline or Fischer’s solution is 
given by hypodermoclysis as demanded by the de- 
hydration and the chlorid need. At least three 
thousand cubic centimeters of fluid are needed 
daily. Alkali medication, in the form of soda bicar- 
bonate or potassium citrate, is utilized as necessary 
to aid in overcoming acidosis. Dilute hydrochloric 
acid is used for an alkalosis. One may make use 
of repeated gastric lavage with an alkaline solu- 
tion, or with a dilute hydrochloric acid, utilizing 
the duodenal tube. This may be introduced into 
the duodenum and left in place to permit of in- 
stallation of fluid, food, sedative, thus supplement- 
ing or replacing intravenous therapy. 

With the dehydration and acidosis overcome, 
and gastric and nervous stability and liver func- 
tion restored, food and fluid intake may be re- 
sumed. The patient is first given water in small 
amounts at frequent intervals and this is soon 
followed by food. A carefully selected diet is 
chosen by the nurse or dietitian and is attractively 
served in small amounts, the patient being in- 
structed that she must eat all that is placed before 
her. Luminal sodium is given, hypodermically, 
twenty minutes before eating, the dose being 
gradually cut down. The patient is assured that 
she cannot vomit after taking this medicine. Food 
and fluid intake are increased as the patient can 
tolerate them until a full diet is resumed. One 
should never lose sight of the individual nature of 
each case, and of the importance of suggestion, 
reassurance, confidence, understanding and tact in 
dealing with this problem. Early treatment will 
usually prevent the development of the more per- 
nicious form of the condition. 

As regards prognosis, one may state with cer- 
tainty that nausea of pregnancy is curable in by 
far the majority of cases. At least 50 per cent 
of all cases are controlled by intelligent prenatal 
care, proper regulation of diet and hygiene, mental 
suggestion, etc. The severe form should respond 
to intensive treatment as outlined. Rarely termi- 
nation of the pregnancy by abortion may be neces- 
sary, in spite of adequate treatment in the pres- 
ence of persistent vomiting, dehydration, fever, 
high pulse, jaundice. A good index as to progress 
in the wrong direction is a rise in pulse and a fall 
in blood pressure. 
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NEWLY-ELECTED OFFICERS OF 
THE C. M. A. 

The April issue of CALIFORNIA AND WESTERN 
MEDICINE printed the complete program of the 
sixty-third annual session of the California Medi- 
cal Association at Riverside from April 30 to 
May 3, with the Mission Inn as the Association’s 
headquarters. But because all copy for each issue 
of the official journal is sent to the printer on or 
before the twentieth of the preceding month, it 
is not possible to give in this number any detailed 
information concerning this year’s convention. 
Such a report and comment must be reserved for 
publication in June. 

The forms have been held open, however, to 
permit the insertion here of the names of the new 
officers just elected. These are as follows: 

(a) President-Elect: Robert A. Peers, Colfax. 

(b) Speaker of the House of Delegates: Ed- 
ward M. Pallette, Los Angeles. 

(c) Vice-Speaker of the House of Delegates: 
John H. Graves, San Francisco. 


* Editorials on subjects of scientific and clinical inter- 
est, contributed by members of the California Medical As- 
sociation, are printed in the Editorial Comments column, 
which follows. 
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(d) Councilors: 
Third District: Henry J. Ullmann, Santa 
Barbara; Sixth District: Karl L. Schaupp, 
San Francisco; Ninth District: Henry S. 
Rogers, Petaluma. 
Councilors at Large: Harry H. Wilson, 
Los Angeles; William H. Kiger, Los An- 
geles ; Junius B. Harris, Sacramento. 
(e) Delegates to the American Medical Asso- 
ciation for the sessions of 1935-1936: Charles A. 
Dukes, Oakland; Clarence G. Toland, Los An- 
geles; Junius B. Harris, Sacramento; William R. 
Moloney, Sr., Los Angeles. Alternates: Edward 
N. Ewer, Oakland; Edward M. Pallette, Los An- 
geles; John Hunt Shepard, San Jose; John C. 
Ruddock, Los Angeles. 
Next year’s annual session. will be held in Yo- 
semite National Park. 
In next month’s issue the minutes of the House 
of Delegates, and also of the general and other 
proceedings will be printed. 





BASIC SCIENCE (QUALIFYING 
CERTIFICATE) LAWS 

The March CALIFORNIA AND WESTERN MEDpI- 
CINE, page 194, and the issue for April, page 302, 
presented some comments on a proposed basic 
science (qualifying certificate) law for California, 
but only a brief outline of such a proposed act 
was indicated. 

Lest the proposition be misunderstood, it should 
be remembered that such a law would in no 
manner interfere with the present or future stand- 
ards of our own California Medical Practice Act, 
in which obtains the three years of preliminary 
education as attested by collegiate standards. 

However, an honestly tested high school stand- 
ard is a real advance on the preliminary education 
of one California cult which already has sev- 
eral thousand legally-licensed graduates. A basic 
science law would have gone far to prevent such 
a low educational standard and the ensuing em- 
barrassing situation. 

So, also, as regards the five subjects in which 
the examinations were to be held. If English, 
physiology and chemistry were made obligatory, 
the remaining two subjects might be selected 
by the candidate from anatomy, physics, botany, 
zoology, or biology. Any five of these funda- 
mental non-medical subjects, with examinations by 
a high-standard board, non-partisan and of the 
non-healing art, would seem to fulfill one of the 
major purposes of a basic science, or qualifying 
certificate, law. 

These comments are made in answer to several 
letters from members of the California Medical 
Association who were kind enough to send in their 
own viewpoints. It is hoped, therefore, that other 
members will feel free to offer their suggestions 
to the Special Committee on Basic Science Act. 





“PUBLIC HEALTH AND PRIVATE 
DOCTORS” 

Under the above caption, the April Survey- 
Graphic of New York prints a series of articles 
on public health, the first or leading article of the 
issue having the above title and presenting some 
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seven pages of discussion of the “Health Centers 
of Los Angeles County.” The article is replete 
with commendation of County Health Officer 
J. L. Pomeroy, and equally generous in its criti- 
cism of Dr. Harry H. Wilson, secretary of the 
Los Angeles County Medical Association, and 
Dr. Phoebus Berman, medical director of the Los 
Angeles County Hospital. 


To many members of the medical profession in 
Los Angeles, however, who have watched the de- 
velopment of the health center program in that 
county, some of the statements referred to must 
seem more than passing strange. The writer of 
the leading article, for example, did not limit her 
criticism to Doctors Wilson and Berman, for she 
was little less caustic in her statements concerning 
“hungry men in Los Angeles County” generally, 
(meaning by that, doctors of medicine, and more 
particularly, members of the Los Angeles County 
Medical Association ). 


The following paragraph should be of interest: 


“This organization [the development of the Los 
Angeles County health centers] was the more remark- 
able in that it was carried out in the face of great 
opposition to accepted medical science. A recent sur- 
vey showed that 50 per cent of the county’s population 
rely upon types of service other than that of regular 
medical men: upon osteopaths and chiropractors, upon 
Christian Science practitioners, New Thoughtists, 
drugless healers, and no end of cults. Physicians con- 
stitute only 50 per cent of the individuals licensed as 
medical practitioners in Los Angeles County. With 
half of the public and an even larger proportion of 
the practitioners opposed to scientific medicine, the 


development of a comprehensive health program has 
required not only endless labor and never-ceasing 
vigilance on the part of its director [Doctor Pomeroy], 
but the continued loyal support of the medical pro- 
fession; and all these it had, even the last, until hard 
times hit the doctors.” 


The writer further comments on the fact that 
the curative clinics in the County Health Depart- 
ment’s “health center” buildings had been placed 
under the jurisdiction of the out-patient depart- 
ment of the Los Angeles County Hospital; and 
that subsequent to this, all health centers other 
than the Alhambra Health Center had adopted the 
San Fernando plan, which has been commented 
on in these columns in a former issue.* After a 
glowing word tribute to the Alhambra Health 
Center, the critic begins a new paragraph with the 
Statement : 

“This is the kind of health service which Los Ange- 


les County has discarded because some of her doctors 
were hungry. There is no doubt about the cause.” .. . 


Hark again to another outburst, betraying some- 
what the real breadth of view of the author: 


“If the Medical Association and the Public Health 
League have their way, the Los Angeles Health De- 
partment will soon be relegated to the position in 
which Doctor Pomeroy found it in 1915, when the job 
of the health officer was to tack a quarantine placard 
upon a door, and clean up nuisances. Not only Los 
Angeles is threatened, but every community in Cali- 
fornia. A few weeks ago word was received that 
Merced County was about to add a new wing to its 
county hospital. An emissary from the Public Health 
League was sent up at once. He returned to boast 
that he had succeeded in blocking the movement.” 


* CALIFORNIA AND WESTERN MEDICINE, Vol. XXXIX, No. 6, 
December, 1933, page 417. 
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The seven-page “leader” of this New York 
publication, the Survey-Graphic, concludes with 
the following: 

“The state of mind that lies behind the doctors’ 
strike in Los Angeles County has not, unfortunately, 
been absent from other parts of the country. But as 
the development of public-health organization has 
been more complete and effective in Los Angeles than 
in any other large unit, so is the breakdown the more 
serious and significant. There is an ironic twist in the 
fact that the doctors, striking with one hand at what 
they call state medicine, should eagerly reach with the 
other for public money. The person who seems to 
have gone without voice in the controversy, and 
almost wholly without knowledge of its reach and im- 
plications, is the very taxpayer whose money is being 
transferred from public service to private pockets. 


“No one doubts that the doctors, along with other 
professional groups, have been hard-pressed by these 
last years, nor that we need now, more than ever, a 
social realignment of medical service that will give 
doctors greater security of income, and patients greater 
assurance of adequate caré in time of need. What has 
happened, and is happening in Los Angeles County, 
however, is a mockery to the constructive American 
spirit which is struggling to push our country through 
and out of hard times. The advantage of the few has 
been made paramount to the service and need of the 
many.” 

7 7 v 


Comment.—Under its editorial masthead, the 
editor of the Survey-Graphic also writes: 

“The group of articles which head this issue bear 
on what will be a major editorial aim in 1934: explora- 
tion of possibilities, pitfalls, and concrete proposals 
leading toward a national plan for health.” 

It will be interesting to note what the coming 
months will produce in the development of such 
an editorial policy. 

As for the dissertation on “Health and Private 
Doctors,” as expounded in its April issue, while 
it may make a good “feature article” for a lay 
publication, we believe it to be so warped, and so 
far from the real facts, as regards the rdle which 
scientific and organized medicine have had in the 
recognition and solution of public health problems 
in Los Angeles County, that it will have little 
influence in changing the present set-up in the 
county; although it is quite possible that it may 
be frequently quoted by misinformed persons, and 
by special interests having good reason to be op- 
posed to scientific medicine. It is unfortunate, 
indeed, that it should have been presented with any 
such special display. Nevertheless, the perusal of 
the article may be worth the time, because it re- 
veals how a certain kind of supposedly altruistic 
enthusiasm can lead a probably well-meaning 
person into giving a mass of biased or part facts 
and then drawing therefrom the most erroneous 
conclusions. 


To read more refreshing, saner and reliable 
facts having relation to systems of so-called state 
medicine, the readers of CALIFORNIA AND WEST- 
ERN MEpICcINE are referred to the excellent series 
of articles by the nationally known consulting 
statistician, Frederick L. Hoffman, LL. D., whose 
Paper I appeared in the April issue of CALIFORNIA 
AND WESTERN MEDICINE, on page 245; Paper II 
being printed in this issue, on page 361. Members 
of the California Medical Association are urged 


to read Doctor Hoffman’s articles. 





PSITTACOSIS* 


Psittacosis (parrot fever) is one of the dis- 
eases which, up to some three years ago, American 
physicians in their daily practice were not com- 
pelled to take into consideration. Now, however, 
it is of especial interest to Californians because 
many parrot birds are imported into the State, 
and because, in Southern California, the breeding 
of parakeets (love birds) and other types of the 
parrot or psittacine family has become a well- 
established industry ; and because of these changed 
conditions it has proved necessary, in the last three 
years, for the California State ‘Board of Health 
to give much attention to the subject. 


To lay down rules for the prevention of psitta- 
cosis, particularly in relation to aviaries and pet 
shops where these birds are bred and sold, and 
not to work hardships upon the owners of such 
establishments, has been no easy task. The Hooper 
Foundation of the University of California, 
through its director, Dr. Karl Meyer (who is a 
consulting pathologist of the State Health Board) 
has rendered yeoman service in carrying on scien- 
tific studies of the disease, both as to the investi- 
gation of fatal and non-fatal cases in human 
beings, and as regards post-mortem, inoculation, 
and other work having to do with birds from 
aviaries, infected or suspected of being infected. 


* * * 


A Recent State Health Board Regulation—On 
April 2 last, the California State Board of Health, 
through its director, Dr. J. D. Dunshee, issued 
the following order, which indicates the serious- 
ness of the situation. 


“The California State Department of Public Health 
has temporarily discontinued certification for shipment 
on all psittacine birds, pending further investigation 
of reported cases of psittacosis (parrot fever). This 
affects movement of these birds both within the state 
and to points outside. ... 

“Since December 1, 1931, in California there have 
been sixty-seven proved cases of psittacosis, with four- 
teen deaths. There have been 106 cases reported in 
other states, with twenty-two deaths. The investiga- 
tion on some of these outside the state has not been 
completed, and the truth of all reports will be con- 
firmed or disproved before final action. 

“The United States Public Health Service is in- 
vestigating all cases outside of California, and the 
course taken by the State Department of Public 
Health is necessary at this time to protect both public 
health and the bird industry of California. We are, 
naturally, doing everything possible toward both these 


ends.” 
* * * 


An Outbreak of Psittacosis in Pittsburgh_—The 
most recent outbreak of psittacosis was in Pitts- 
burgh where, in March, a total of some ten deaths, 


* Articles and items on psittacosis, printed in former 


issues of CALIFORNIA AND WESTERN MEDICINE, are as 
follows: 

Volume XXXVIII, No. 6, June, 1933, page 445. 

Volume XXXIX, No. 6, December, 1933, advertising 
page 25. 

Volume XXXIX, No. 6, December, 1933, advertising 
page 26. 

Volume XXXIX, No. 6, December, 1933, advertising 
page 34. 

Volume XL, No. 3, March, 1934, page 212. 


Volume XL, No. 4, April, 1934, page 313. 
Volume XL, No. 4, April, 1934, advertising page 29. 
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and some forty cases of the disease were reported. 
An editorial in the Pittsburgh Press for March 
22 ran in part as follows: 


“Speaking before the Allegheny County Medical 
Society Monday night, Dr. W. W. G. Maclachlan de- 
clared: 


““Tf the figures are true—about twelve dead and 
forty or fifty cases—we probably have the greatest 
(parrot fever) epidemic of its kind medical history 
affords.’ 

“The society called upon the health department for 
all available information regarding the epidemic, and 
members joined in a demand for the destruction of 
birds of the parrot family and isolation of patients as 
a precaution against spread of the disease. ... The 
first shipment of sick birds, apparently, arrived in 
Pittsburgh on January 18. Other shipments contain- 
ing sick and dead birds arrived during January—at 
least one of which was subsequently released for sale 
after only ten days of isolation. 

“Deaths seemingly connected with the epidemic oc- 
curred during February... . 

“On March 12 the department asked dealers volun- 
tarily to quarantine their birds. On March 15 the 
first official report of a death caused by psittacosis 
was filed, and on that same day the quarantine was 
made mandatory, and Doctor Mayer telephoned the 
United States Surgeon-General for assistance. 

“Yesterday, March 21, Coroner McGregor appealed 
to the City Council for a bill to prohibit importation 
of birds of the psittacine family and to force destruc- 
tion of such birds within the city. And the medical 
society appealed for isolation of patients.” 


From another article, entitled “City Ignores 
Protests and Kills Parrots” (it must be remem- 
bered that the Pittsburgh papers for days gave 
much space to the outbreak), the following is 
quoted : 


“In Washington, Dr. L. R. Thompson, assistant 
surgeon-general of the United States Public Health 
Service, announced that destruction and prohibition of 
parrots and related birds, as ordered here, is a ‘proper 
and necessary step’ in controlling psittacosis. 

“He commended, also, isolation of all patients as 
recommended by the medical society, and pointed out 
that five states have passed laws prohibiting the inter- 
state transportation of psittacine birds. 

“Doctor Mayer [of Pittsburgh], himself, expects to 
go to Washington tomorrow in connection with a pro- 
posed local housing project, and while there will confer 
with Surgeon-General Hugh S. Cumming on the situ- 
ation here to ascertain if there are further steps which 
can be taken to curb the disease. 

“In an indirect way, the state of California, where 
the sick birds which started the epidemic apparently 
came from, was also in the battle against it. 

“Dr. Karl F. Meyer of the Hooper Foundation for 
Medical Research, of the University of California, is 
examining sputum from six birds sent to him by 
Doctor Mayer on March 12. 

“In its preliminary draft, the ordinance which the 
Council will act on, as drafted by Thomas F. Benner, 
assistant city solicitor, follows: 

“*An ordinance prohibiting the bringing into and 
maintaining of parrots in the city of Pittsburgh, pro- 
viding for the destruction of all parrots therein, con- 
ferring certain powers upon the Department of Pub- 
lic Health, and providing penalties for violation 


thereof... .” 
* + = 


Report on Recent California Cases—The above 
facts are submitted at this time to indicate the 
seriousness of this almost unknown disease; and 
from the report to the members of the California 
State Board of Health by H. L. Wynns, M. D., 
chief of the Bureau of Epidemiology, for the 
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month of March, the following paragraphs are 
selected : 

“Suspected Psittacosis—An investigation was made of 
the death of one man, and the reported illness of an- 
other connected with a large aviary. The brother-in- 
law (age 66) of a Los Angeles County bird dealer 
came to California in January and started working, 
cleaning and constructing bird pens. In March he 
developed symptoms of ‘flu’ and on about the third 
day developed bronchopneumonia with cough, and 
later considerable ‘prune juice’ sputum. He expired 
March 8. The dealer himself was too ill with a ‘cold’ 
to attend the funeral, but did not have a physician. 
The rumor that others in the bird store were also ill 
with ‘flu’ is now being investigated. No sputum or 
other laboratory specimens were available on these 
other cases, as all had recovered. 


“Psittacosis—At the request of the health officer, a 
suspected case in Venice was investigated. The pa- 
tient, a housewife, age 70, received a pair of parra- 
keets as a gift in December, 1933. In February, one 
took sick and after about ten days died. Another bird 
was obtained to mate the surviving one, which had 
not been sick. The patient became ill on February 21 
with severe headache, vomiting and prostration. She 
continued to run a very stormy course. The x-ray 
showed a fairly heavy confluent pneumonic process 
involving most of the left lung. The white blood count 
was 12,000 and gradually dropped lower. The findings 
and clinical course were that of a typical psittacosis 
case. Sputum and the two parrakeets are being tested 
in the laboratory. The aviary from which the parra- 
keets originated is now in quarantine.” 

In future issues, this subject will again be con- 
sidered. 


BUBONIC PLAGUE 


In the “Lure of Medical History” department 
(see page 363) is printed an article on the bubonic 
plague by former Surgeon-General Rupert Blue, 
who in the year 1907, early in his career in the 
United States Public Health Service, had much to 
do with getting control of the then bubonic plague 
outbreak in California. In more recent years, he 
was detailed to aid in securing the passage of 
rat-proofing building ordinances in Southern Cali- 
fornia. Such an ordinance was enacted by the 
supervisors of Los Angeles County a year or so 
ago; but the city of Los Angeles, although it went 
through the outbreak of the plague so recently as 
1924 (so serious that, had it not been discovered 
early, it would have worked havoc with that metro- 
politan center), has been not only apathetic but 
rather resistant to the adoption of such a much- 
needed ordinance. 

In the California Medical Association official 
publication of just twenty-five years ago (May 
issue of the Journal of the Medical Society of the 
State of California) was printed an editorial com- 
menting upon a dinner tendered to Dr. Rupert 
Blue, as an expression of appreciation of the serv- 
ice he had rendered in leading a successful battle 
against the plague outbreak in San Francisco and 
adjacent counties. From this we quote, because 
it is well to remember (skeptics to the contrary, 
notwithstanding ), that all scientific evidence shows 
that the Bacillus pestis has a wide distribution 
in the rodent population of California, and that, 
given suitable conditions—as happened in the 
Mexican district of Los Angeles several years 
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ago—an outbreak of bubonic plague among human 
beings could easily take place. 


Because California owes a good deal to Doctor 
Blue, who now resides in Washington, D. C., the 
following is cited from CALIFORNIA AND WESTERN 
MepIcINE’s files of twenty-five years ago: 


“Notable Banquet—On March 31, a most remarkable 
thing occurred: the citizens of San Francisco tendered 
a banquet to a physician and presented him with a 
magnificent watch. A year and a half ago the same 
citizens were ready to mob anyone who suggested that 
there was any necessity for calling upon Doctor Blue 
or anyone else to fight plague; for the reason that, in 
their almighty opinion, no plague existed in San Fran- 
cisco. But all things change; and so did the opinion 
of these distinguished citizens—including the mayor. 
The Council of the State Society called a public meet- 
ing and through some happy accident, two members 
of the Merchants’ Exchange, out of some eight hun- 
dred members of the commercial bodies that had been 
invited, attended the meeting. These two listened to 
the remarks made by the physicians present, and came 
to the conclusion that they had better wake up before 
the city was quarantined. The rest is history. The 
fight was a hard one for Dr. Rupert Blue, because he 
had to fight not only the plague, but an ignorant and 
an antagonistic people; but he won. His tact, his 
courtesy and his efficiency are known to all who have 
come in contact with him, and the prominent citi- 
zens of San Francisco certainly did themselves great 
honor when they so publicly admitted their previous 
stubbornness, and their very present gratitude and 
apology.” 


EDITORIAL COMMENT* 


SICKNESS AND THE ECONOMIC 
DEPRESSION 


Despite the economic depression the gross 
death rate in the United States has reached a 
record low. Obviously, this should be cause for 
gratification, but scarcely cause for uncritical ex- 
ploitation in insurance advertising as has already 
occurred. We cannot remain blind to the fact that 
the repercussions of the economic depression, as 
far as mortality rate is concerned, may not be 
heard until later; meanwhile, we are well aware 
of the fact that at least among certain classes and 
localities illness and malnutrition rates are much 
higher than normal. It is difficult to imagine that 
such increases will not in time be reflected in the 
mortality rate. 


In the meantime, the United States Public 
Health Service, in an effort to keep its finger on 
the pulse of the public welfare, has made a survey 
of the prevalence of sickness and malnutrition as 
related to economic changes. In this survey “rec- 
ords of illness for a three months’ period in 1933 
and an income and employment record for four 
years for some 12,000 families in ten cities by 
house-to-house canvass” was made. The report * 


* This department of CALIFORNIA AND WESTERN MEDI- 
CINE presents editorial comment by contributing members 
on items of medical progress, science and practice, and on 
topics from recent medical books or journals. An invita- 
tion is extended to all members of the California and 
Nevada Medical Associations to submit brief editorial 
discussions suitable for publication in this department. No 
presentation should be over five hundred words in length. 

1 Sickness and the Economic Depression. Preliminary 
Report on Illness in Families of Wage Earners in Birming- 
ham, Detroit, and Pittsburgh: Perrott, G. St. J.; Collins, 
S..D., and Sydenstricker, E. Public Health Reports, 4:1251 
(Oct. 13), 1933. 
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of this investigation includes data from three 
cities, Birmingham, Detroit and Pittsburgh—cities 
in which the unemployment rate was high and the 
population examined mainly one whose standards 
of living had been definitely lowered by the eco- 
nomic depression. 


Control groups consisted of intermingled fami- 
lies still obtaining adequate food, clothing and 
shelter, and of families which even prior to the 
economic depression might be considered as hav- 
ing lived below the comfortable economic stand- 
ard. These two groups may be considered as 
having experienced no economic changes despite 
the depression. The significance of this is brought 
out in the conclusions reached by the investigators, 

iz., that “The highest illness rate is reported by 
a group which was in reasonably comfortable cir- 
cumstances in 1929 but which had dropped to 
comparative poverty by 1932; their rate is 60 per 
cent higher than that of their more fortunate 
neighbors who were equal in economic status in 
1929 but suffered no drop in income by 1932.” 


From these findings we may presume that 
whatever influence the economic depression will 
have on the gross mortality rate will be dependent 
on the size of the group which has experienced 
the greatest drop in the standard of living. Per- 
haps our present low mortality rate is the result 
of a successful effort on the part of our social 
relief agencies in keeping this group compara- 
tively small during the period of economic re- 
adjustment. It remains for the future to deter- 


mine whether such an optimistic conclusion is 
justified. 


1136 West Sixth Street. 
Hyman MILLER, 


Los Angeles. 





ON ENZYME FORMATION 


The recent work of Stephenson and Stickland**? 
affords a nice example of what Sir F. G. Hopkins 
has called the “birth of an enzyme.” When B. coli 
is grown in the presence of formate, an enzyme is 
produced which will accelerate the decomposition 
of this molecule. When these organisms are trans- 
ferred to an N-free medium, preventing growth, 
the formate-oxidizing property is retained. How- 
ever, if the enzymes are grown in the absence of 
formate, and then transferred to an N-free me- 
dium which contains formate, there is no such 
reaction. The organism must be in contact with 
formate during growth. These experiments ex- 
clude the possibility of selective survival, some- 
times invoked to explain adjustment of culture to 
new types of media. 

The phenomenon is not new. 
in 1900 that if yeast, 
galactose, 


Dienert * showed 
which does not ferment 
is inoculated into a glucose-galactose 
medium, it develops the capacity to ferment the 


latter in about twenty-four hours. Von Euler and 


1 Stepherson, M., 
25:205, 1931. 


2 Stephenson, M 
26 :712, 1932 
& Dienert, F 


and Strickland, L. H Biochem. J., 


and Strickland, L. H Biochem. J 


Ann. Inst. Pasteur, 14:137, 1900 
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Jansson * found that in this case, too, presence of 
galactose during the growth phase is essential. 

H. Fink has studied an interesting case in point.® 
Top yeast is characterized by a four-band cyto- 
chrome spectrum, bottom yeast by a two- band. 
One variety can be transformed into the other by 
using a very small inoculum, and maintaining, 
under aerobic conditions, to get top yeast, or an- 
aerobic conditions for a yield of bottom yeast. 

In these instances the chemical character of the 
cell has been altered by the chemical environment, 
and new enzymes have been produced by the 


“stimulus” of new types of food molecules. 


Department of Physiology, 
Stanford University. 


J. Frevp, 
Palo Alto. 





CONE-NOSE BITES—THEIR EFFECTS 


The bite of the western blood-sucking cone-nose 
Triatoma protracta (Uhler) has been reported | by 
physicians, health officers, and others as causing 
serious systemic disturbances, as well as swell- 
ings, welts, red blotches, and eruptions on the 
bodies of persons bitten. The writer, working 
under the direction of Professor W. B. Herms, 
of the Division of Entomology and Parasitology 
of the University of California, has for some time 
been engaged in studies of the anatomical aspects 
of this insect. During the investigation certain ob- 
servations have been made which are thought to 
be of special interest and importance to practicing 
physicians and those concerned with public health 
problems. 

In the laboratory the insects were kept alive 
and reared through their nymphal stages to the 
adult by feeding them on mammalian blood ob- 
tained from experimental animals, such as rats, 
mice, and rabbits. The bugs sucked blood readily 
from these animals, apparently without causing 
them any pain or harm. No fatalities ever oc- 
curred and no spots, marks or blotches were noted 
at or around the point of entry of the mouthparts 
or setae. This observation led the writer to suspect 
that the effects of the bites are far less serious 
than generally believed. In order to obtain first- 
hand information on this point, he allowed him- 
self to be bitten several times. 

A bug was placed on the back of the hand and 
immediately it attacked the skin and began to suck 
blood. The pain accompanying the penetration of 
the skin was less than that caused by the prick 
of a fine needle and was hardly perceptible. Two 
hours later another bug of the same species was 
allowed to bite, this time on the palm of the hand. 
The bug experienced no difficulty in driving its 
stylets through the thick skin and it sucked blood 
until its body became bloated and pear-shaped, but 
no pain was felt. At intervals of thirty minutes 
three more bugs were allowed to feed successively 
on the same hand ; each time with the same results 

\fter a period of two weeks the experiment 
was repeated: this time with a bug which had been 

‘Von Euler, H and 
Chem., 226:169, 1927 

Fink, H 
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Physio 
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sent in to the department from a town where the 
infestation of cone-noses in a certain house was 
said to be particularly severe. The inhabitants had 
been bitten on several occasions, and reported itch- 
ings, swellings, and general nervous disturbances 
as results of the bites. The writer in this instance 
also felt no ill effects. 


The validity of some of the reports concerning 
the serious effects of cone-nose bites can hardly 
be questioned, but they are probably frequently 
exaggerated. The finding of a big black bug over 
half an inch long in the house or in one’s bed is 
likely to cause an “itchy” feeling, or to have a 
“paralyzing” effect on the finder, even without his 
having been bitten. It is also a well-known fact 
that some individuals are more sensitive than 
others to insect bites, poison oak and other irri- 
tants. A sensitive individual bitten by a cone-nose 
will probably show many, or perhaps all, of the 
symptoms reported, while a less sensitive person 
would not react at all. 


The danger of cone-noses, however, should not 
be underestimated, as trypanosomiasis, various 
other diseases and secondary infections may be 
caused either by contamination or bites of these 
insects. 


521 Cedar Street, 
St. Peter, Minnesota. 


J. A. Etson, 
St. Peter. 
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’ THE ROLE OF GLYCIN IN MUSCLE 


METABOLISM 


The large group of myopathies, of which pro- 
gressive muscular dystrophy is an outstanding 
example, has been looked upon for some little time 
as essentially a disturbance in muscle metabolism. 


As early as 18701 it was known that certain 
myopathies were associated with a severe disturb- 
ance in creatinin excretion, as indicated by a di- 
minished daily output. 

In 1909, Levene and Kristeller * found in cases 
of progressive muscular dystrophy that there was 
not only a low creatinin, but a high creatin out- 
put, which was increased by a larger intake of 
protein in the diet. In other words, these patients 
had a lowered or diminished tolerance to creatin. 

Recently a number of investigators have re- 
ported metabolic studies in this field with special 
reference to glycin administration. Kostakow and 
Slauck * have reached the conclusion that glycin, 
the simplest alpha amino-acid, plays a very impor- 
tant role in muscle physiology. Their studies have 
convinced these authors that in progressive muscu- 
lar dystrophy the body has lost the ability to utilize 
creatin, regaining this capacity under the influ- 
ence of glycin. Therefore, glycin is of benefit in 
muscular dystrophy and the authors think that the 
glycin treatment has far-reaching possibilities. 


1 Rosenthal, M 
pie der Nerven-Krankheiten, Erlangen, 1870 


Handbuch der Diagnostik und Thera- 


2 Levene, P. A., 
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Progressive Muscular Dystrophy 
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This work had been greatly stimulated by the 
efforts of Brand, Harris, Sandberg, and Ringer,* 
who reported in 1929 that when glycin is fed to 
patients with progressive muscular dystrophy, an 
appreciable increase in creatin excretion takes 
place; indicating, in all their experiments, that 
there is a special and significant relationship of 
glycin to creatin metabolism. 

Thomas, Milhorat, and Techner® repeated these 
experiments, and fed glycin over prolonged periods 
of time to various patients with involvement of 
the muscular system; and they reported that the 
administration of this amino-acid had a marked 
therapeutic effect in some cases of progressive 
muscular dystrophy. In cases showing clinical im- 
provement with treatment, there was an associated 
drop in creatin excretion with a rise in creatinin. 

Remen,® and Boothby,’ working with cases of 
myasthenia gravis, have shown encouraging re- 
sults with the use of glycin, and glycin together 
with ephedrin. 

Harris and Brand,° in discussing their cases of 
myopathy after prolonged glycin administration, 
are fairly conservative in the estimation of their 
clinical results, but agree that this type of investi- 
gation has yielded information both interesting 
and extremely worth while. 

The Lancet,® in an editorial discussion on the 
muscular dystrophies, does not believe that this 
particular field of medicine is likely to be enlight- 
ened in the way of therapy from clinical studies 
alone, and that chemical investigation in these con- 
ditions is an uncultivated field which will repay 
any labor spent upon it. In agreement with Harris 
and Brand, “this statement is not quoted to mini- 
mize the important clinical contributions of the 
earlier investigators, but rather to indicate along 
what lines further progress probably lies.” 

1920 Wilshire Boulevard. 

Leo J. ADELSTEIN, 
Los Angeles. 


4 Brand, E., Harris, M. M., Sandberg, M., and Ringer, 
A. I.: Am, J. Physiol., 90:296, 1929. 

3 Thomas, K., Milhorat, A. T., and Techner, F.: Ztschr. 
f. Physiol. Chem., 205:93, 1922. 

6 Remen, L.: Deutsche Ztschr. f. Nervenh., 128 :66, 1932. 

7 Boothby, W. M., and others: Proc. Staff Meet., Mayo 
Clinic, 7:557 and 737, 1932. 

8 Harris, M. H., and Brand, E.: 


Metabolic and Thera- 
peutic Studies in the Myopathies, J. A. M. A., 101:1047 
(Sept. 30), 1933. 


9 The Muscular Dystrophies: Editorial, Lancet, 2:1179, 
1925. 


Local Anesthetic for Nose and Throat—From a study 
of the use of the hydrochlorid of piperidinopropanedial 
diphenylurethane (diothane) as a local anesthetic for 
the nose and throat, Stitt concludes that the drug, if 
properly used, is a satisfactory local anesthetic to re- 
place cocain for all routine uses in the nose and throat. 
It may be used in considerably lower concentrations 
than cocain, although the onset of anesthesia is some- 
what slower. The resultant anesthesia is more lasting 
than that produced by cocain and frequently much 
more striking. Its action on the ear drum allows an 
almost painless paracentesis. In a series of several 
hundred cases in which hydrochlorid of piperidinopro- 
panedial diphenylurethane has been used, there have 
been no signs of toxicity and the drug has not pro 
duced the undesirable reactions sometimes found with 
cocain. It is safe for routine use as a spray to relieve 
pain after tonsillectomy and is preferred for this pur 
pose to acetylsalicylic acid.—Annals of Otolaryngology 
Rhinology and Laryngology 
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COMPONENT COUNTY MEDICAL 
SOCIETIES 
CONTRA COSTA COUNTY 

The third meeting of the year was held on Tuesday, 
March 13, at the nurses’ home of the County Hospital 
at Martinez, with Dr. M. L. Stauffer presiding. 

Dr. B. M. Palmer of Oakland read a most up-to- 
the-minute paper on Resection of the Prostate with the 
Electrocautery Knife, illustrated by slides, and a very 
enlightening film of the technique of the operation. 
Through the courtesy of the General Electric Com- 
pany and the Victor Company, Mr. Lipman presented 
one of the most instructive demonstrations we have 
ever had in a moving picture on The Mechanism of the 
Heart-Beat, and the Electrocardiograph. The scientific 
program was brought to a close by a fascinating talk 
by Dr. E. Huntington Benson of Berkeley on Cardiac 
Disturbances. 

Doctor Stauffer announced that the next meeting 
will be held at Richmond on April 10, with Dr. Harry 
Ford, chairman. 

The meeting was adjourned at 10:50 p. m., followed 
by the customary buffet luncheon, which was prepared 
by the nurses of the County Hospital. 

Ciara H. Sparpine, Secretary. 
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HUMBOLDT COUNTY 

The Humboldt County Medical Society held its 
regular monthly meeting on April 19 at the Eureka 
Inn. Orris R. Myers, president, presided. There were 
in attendance twenty-five members and twenty-three 
members of the Humboldt County Nurses’ Associa- 
tion. The society had as its guests Major Pilbury and 
medical staff of the C. C. C. organization. 

The work the University of California Medical De- 
partment is doing toward the outside patients referred 
from local men was the subject of a paper by Dr. 
Langley Porter. Dr. S. R. Mettier spoke on Pernicious 
Anemia and Treatment, and Dr. D. S. Morton on Uterine 
Carcinoma and Treatment. Dr. C. T. Hayden accom- 
panied the visitors. 

These papers were 
crease the interest of 
medical meetings. 

The following committee was reported by Doctor 
Myers on Medical Jurisprudence: Doctors G. F. Nor- 
man, Allen Watson, and J. S. Woolford. 

A discussion by Doctor Norman was held on the 
ownership of x-ray films. 

At the next meeting, which will be held on May 17, 
beginning with a dinner at the Hotel Vance, Dr. 
Nathan G. Hale of Sacramento will present a paper on 
some urological topic. 

Lawrence A, WING, Secretary. 
& 
MONTEREY COUNTY 

The regular meeting of the Monterey County Medi- 
cal Society was held on April 6 at the Hotel Del 
Monte. There were twenty-one members present to 
enjoy the dinner at 6:30, which was served in the Gold 
Room of the hotel. Following this, Dr. Harry Lusig- 
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nan presented a brief summary of the essential fea- 
tures of the Detroit Plan, stressing the fact that this 
was not an insurance scheme, but rather a plan to get 
the public away from the free health clinics and back 
to the family doctor. The discussion which followed 
indicated the society’s approval of the idea, and a com- 
mittee was appointed, composed of Doctors Sweigert, 
Gray and Lusignan, to confer with the Public Health 
Department in developing this plan. 

The speaker of the evening, Dr. R. A. Kocher of 
Carmel, presented a very interesting and instructive 
paper on the Ketogenic Diet in the treatment of urinary 
tract infections. The paper was discussed by Dr. Hugh 
Dormody, who was very enthusiastic over the results 
obtained by this type of treatment at the Monterey 
Hospital Clinic. The surprising fact was brought out 
that, while it has been known for years that epileptic 
patients put on the ketogenic diet are quickly free from 
urinary tract infections, the value of this treatment to 
other types of patients had not been appreciated. 

The next meeting, to be held at King City on May 4, 
will have papers by Doctors C. B. Gorham and S. W. 
Hastings. W. H. Lawter, Secretary. 

Me 
ORANGE COUNTY 

The regular monthly meeting of the Orange County 
Medical Association was held on April 3 at 8 p. m. at 
the Orange County Hospital. 

The scientific program had for its subject, Tubercu- 
losis. Dr. FE. W. Hayes of Monrovia talked on the 
value of oxyperitoneum in tuberculosis of the intes- 
tines and peritoneum. Dr. Chesley Bush of Livermore 
gave a series of lantern slides on Tuberculosis in Child- 
hood and Adolescence. He emphasized many concep- 
tions which have been changed in the last few years 
in regard to this type of pathology. 

An afternoon program was held, to which all inter- 
ested in tuberculosis were invited. It consisted of the 
following: Demonstration of pneumothorax technique; 
demonstration of oxyperitoneum technique by mem- 
bers of the hospital staff; tuberculosis ward rounds, 
Doctors E. W. Hayes and W. S. Wehrly; demon- 
stration of phrenico-exairesis, in main surgery, by Dr. 
H. A. Johnston. Watpo S. WeurLy, Secretary. 


2» 
~ 


SACRAMENTO COUNTY 

A regular meeting of the Sacramento Society for 
Medical Improvement was called to order at 8:30 p. m. 
at the Sacramento Hotel by the president, Dr. Oscar 
F. Johnson, on February 20. Thirty-seven members 
were present. 

A symposium on coccidioides granulamo was pre- 
sented as the program for the evening. 

Dr. James T. Vance opened the discussion with a 
paper on the Differential Diagnosis of Coccidiodes Granu- 
loma. He reported nine cases during the past five 
years at the Sacramento Hospital. He pointed out 
that it was chiefly a California disease, the cause of 
which was discovered by Doctor Rixford. At first it 
was thought to be a protozoan disease later deter- 
mined to be a fungus. The types (acute, subacute, and 
chronic) were outlined and illustrated by case his- 
tories. The differential diagnosis was discussed and 
reported that a few patients have been cured. 

Dr. T. M. Berman gave a paper on The Labora- 
tory, Postmortem, and Pathologic Findings in Coccidiodes 
Granuloma. Portal of entry the respiratory system. 
The dissemination of the disease throughout the body 
was described. 
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The third paper in the symposium was read by Dr. 
Orrin S. Cook. He described the x-ray findings of 
coccidiodes granuloma and compared, in lung pictures, 
tuberculosis and acute inflammatory processes. He 
also described the appearance in bone lesions. 

Dr. C. E. Schoff discussed the manifestations of coc- 
cidiodes. He mentioned that it stimulates any chronic 
granuloma. The skin manifestations are protean. The 
different types were discussed. The different methods 
of treatment were outlined—iodids, tartar emetic, dyes, 
etc.—but none of them were specific. 

Lantern slides were used to illustrate different papers 
of the evening. 

Those who took part in the discussion of the papers 
were: Doctors Scatena, Lawson, Burden, Babcock, 
and Harris. Doctor Berman closed the discussion and 
reported cases. 

Dr. V. W. Pallesen’s application for membership 
was read for the second time and voted upon. It was 
passed. The applications for membership of Dr. Mamie 
G. Pallesen and Dr. T. M. Berman were read for the 
first time. 

The food handlers’ report was read. It was moved 
and seconded that the food handlers’ report be ac- 
cepted. Passed. 

Doctor Johnson appointed the following to serve on 
the Banquet Committee: Doctors A. M. Henderson, 
F. B. Reardan, and Bernard J. Rea. 

FRANK Warne Leg, Secretary. 


we 
SAN BERNARDINO COUNTY 


The meeting of the San Bernardino County Medical 
Society was held at the County Charity Hospital in 
San Bernardino on Tuesday, April 3. The meeting 
was called to order by the president at 8 p. m. There 
were about fifty members and guests present. 

Mr. Thuresson addressed the meeting on the Federal 
Relief Act. This was followed by a discussion by Mr. 
Lewis and Mrs. Fleming. 

The following program was given: 

A paper on Clinical Obstetrics was presented by Dr. 
H. G. Hill. 

Following Doctor Hill’s paper, motion pictures were 
shown through the courtesy of Mead Johnson & Com- 
pany, of the following: Breech Extraction with Forceps; 
Breech Presentation with Manual Aid; and Left Medio- 
lateral Episiotomy and Repair. A, T. Gace, Secretary. 
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SAN JOAQUIN COUNTY 


The regular meeting of the San Joaquin County 
Medical Society was held in the Medico-Dental club- 
rooms, Stockton, on April 5. 

The application for membership in the San Joaquin 
County Medical Society of Dr. Verne Ross of Stock- 
ton was read and was referred for action to the 
Admissions Committee. 

Doctor Gallegos stated that the Stockton Chamber 
of Commerce desired to increase its membership and 
urged all physicians who were not members of the 
Chamber of Commerce to become members at their 
earliest convenience. Dr. George Sanderson brought 
up the question of the present status of the hospital 
and medical insurance plans in Stockton. President 
Gallegos, in answer to Doctor Sanderson, stated that 
a recent ruling of the Attorney-General necessitated 
the posting of a $25,000 bond with the Insurance Com- 
missioner before such an insurance program could be 
instituted, and until there were some changes made in 
the law or the interpretation of the law, that the local 
plans could not be made active. 

The scientific program was the presentation of a 
paper by Dr. Albert H. Rowe of Oakland. The title 
of this paper was Allergy in Relation to the General 
Practitioner. Doctor Rowe illustrated his talk with 
numerous lantern slides and stated that the field of 
allergy is increasing. He stated that too much reli- 
ance should not be placed on the skin tests, but the 
history of the condition, coupled with an elimination 
diet, should he taken to verify the skin reactions. 
The paper was discussed by Doctors Diffenbacher, 
Doughty, D. Powell, Bolinger, and Rohrbacher. 
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There being no further business the meeting was 
adjourned and refreshments were served. 
G. H. Rowrpacuer, Secretary. 
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SANTA BARBARA COUNTY 


The regular meeting of the Santa Barbara County 
Medical Society was held on Monday, April 9, at 
the Bissell Auditorium of the Cottage Hospital, with 
President Markthaler presiding. 

Doctor Lamb introduced the speaker of the evening, 
Dr. J. R. Shuman of Los Angeles, who gave an ex- 
tremely interesting paper on Pneumonias in Children. 
This was discussed by Doctors Lamb, Howard Eder, 
Richter, and Cresson. 

Doctor Brown read a very instructive paper on 
Collectivism in Medicine, which was a résumé of his 
opinions formulated during his thirty years of practice. 

Mr. Martinsen gave a brief talk on the Santa Bar- 
bara Associates, explaining their aims and objects. It 
was moved, seconded and unanimously carried, that 
the society endorse the movement of this organization, 
and the Public Relations Committee was instructed to 
act as a coordinating committee between the society 
and the organization. 

Dr. George H. Harris of Santa Maria was unani- 
mously elected into membership of the society. 

Owing to the brief amount of time, and the impor- 
tance of the reports of the Dispensary Committee and 
the Medical Economics Committee, it was moved and 
seconded that the society hold a special meeting Mon- 
day evening, April 16, for submission of these reports 
and for their discussion. 

Wituiam H, Eaton, Secretary. 


SOLANO COUNTY 


The regular monthly meeting of the Solano County 
Medical Society was held at the Hotel Casa de Vallejo 
on Tuesday evening, April 10, at eight o’clock, with 
Dr. John W. Green presiding. 

Supervisors Danielson, Sheveland, and Birchmore 
were special guests of the evening. 

An illustrated talk on the Alameda County Health 
Insurance Plan was given by Dr. Charles Dukes of 
Oakland. In his talk Doctor Dukes pointed out the 
method adopted by Alameda County in handling indi- 
gents and those of limited means. The talk was well 
received by the members. 

The society went on record as endorsing a campaign 
that is to be started by the Vallejo Tuberculosis As- 
sociation early next September. It is the plan of the 
Vallejo Tuberculosis Association to try to launch a 
campaign in an attempt to uncover any tuberculosis 
that may exist among the pupils of the Vallejo high 
schools. 

The society went on record as favoring a joint meet- 
ing with the members of the Contra Costa County 
Medical Society in June, the meeting to be held in 
Vallejo. 

It was also decided to have a medical program put 
on by the University of California medical staff some 
time in the fall, the date to be announced later. 

A communication was read from the Napa County 
Medical Society asking the attitude of our society 
upon their new x-ray fee schedule, which they had 
adopted and forwarded to the Industrial Accident 
Commission and the State Compensation Insurance 
Fund. After a discussion the society went on record 
as endorsing the Napa County schedule. 

It was moved and seconded that the Solano County 
3ar Association be invited to be guests of the Solano 
County Medical Society at a joint meeting to be held 
in the fall. The subject of Medical Defense will be the 
topic of the evening, and it is hoped to have Dr. B. W. 
Black, medical superintendent of the Alameda County 
Hospital, as the guest speaker. 

A discussion on the care of indigent patients was 
carried on by the society members and County Super- 
visors Sheveland, Danielson and Birchmore. Various 
difficulties from the physicians’ and from the super- 
visors’ standpoints were brought out and discussed. 
While there was no definite program adopted, it was 
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suggested that another meeting be held in the near 
future, at which time a definite program would be 
adopted. 

Announcement was made of a joint meeting with 
the Napa and Solano County dental societies, to be 
held at the Hotel Casa de Vallejo at 8 p. m. on May 8. 
It was announced that this would be a dinner meeting 
and would be followed by a program of speaking. 

Amproseé J. RyAn, Secretary. 


* 
SONOMA COUNTY 


The Sonoma County Medical Society held its meet- 
ing for the month of April at the Occidental Hotel in 
Santa Rosa on April 12, Dr. E. J. Finnerty of Sonoma 
presiding. 

Dr. Montague S. Woolf and Dr. T. Mullen of the 
University of California Medical School were the 
guest speakers. Dr. Woolf's paper on Cancer of the 
Rectum was illustrated by motion pictures. Doctor 
Mullen spoke on Cancer of the Stomach. The papers 
of the guest speakers were highly appreciated by the 
society. 

The application of Dr. L. W. Hines for membership 
was favorably acted upon and he was welcomed into 
the society. 

The May meeting will be held as a clinic at the 
Sonoma State Home. W. C. Suiptey, Secretary. 
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TULARE COUNTY 


A stated meeting of the Tulare County Medical 
Society was held on the evening of March 25 at 6:30 
o'clock. Dinner was served at Motley’s Confectionery. 

Dr. Donald Fowler, president, presided. There were 
present twenty-five members and guests. 

An application for membership was received from 
Dr. Charles M. Matthias of Tulare, and he was invited 
to attend our meetings pending approval of his appli- 
cation. 

Doctors Betts, Cohn and Guido reported their vari- 
ous experiences while attending the recent sectional 
meeting of the F. A. C. S. held in Los Angeles. The 
report was enjoyed by all who were unable to attend 
and stimulated interest in attending other medical 
meetings. 

The program for the evening was presented by Dr. 
John V. Barrow, professor of medicine at the Col- 
lege of Medical Evangelists. His subject was Clinical 
Amebiasis. The paper was supplemented by motion 
picture demonstration of the living ameba, a work in 
which Doctor Barrow has pioneered. 

General discussion and questioning followed the 
paper. Kari F. Weiss, Secretary. 

we 
VENTURA COUNTY 


The regular monthly meeting of the Ventura County 
Medical Society was held at the County Clinic Build- 
ing of the Ventura County Hospital on Tuesday, 
March 13. 

Doctor Osborne was program chairman and pre- 
sented Mr. Max Heinzman and Doctor Maulhardt, 
who gave very interesting talks on our local County 
Health Problems. 

At the business meeting that followed, the appli- 
cation of Doctor Stoll of Oxnard was read and it was 
sent to the state society for approval. The reports of 
the Public Relations Committee were then given. 
Doctor Coffey, chairman, reported that he attended 
the meeting of the Public Health League in Los 
Angeles on March 16. He commented on various 
activities of the League and the good work it is doing. 

A letter from Doctor Livingston of Oxnard was 
read, submitting his resignation, stating that he has 
retired from practice. Frep A. Snore, Secretary. 

YUBA-SUTTER COUNTIES 


On April 10 the Yuba-Sutter County Medical So- 
ciety met at the Marysville Hotel, Marysville. 

There was a full attendance of all regular members 
and visitors from Chico, Colusa, Williams, and other 
near-by towns. 
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The following resolution on the death of Dr. Gray 
was unanimously passed by the Yuba-Sutter County 
Medical Society: 

Whereas, Death has removed from our midst our 
esteemed colleague and friend, Dr. Allen E. Gray; and 

Whereas, Doctor Gray was a superb representative 
of the ethical practice of medicine, a keen up-to-date 
student, a careful, considerate consultant, frequently 
our personal medical adviser, and the adviser of our 
families, a sincere friend that we shall sadly miss; 
now, therefore, be it 

Reso.vep, By the Yuba-Sutter Medical Society that 
we adopt these resolutions in his memory by a stand- 
ing vote; that a copy be sent to Mrs. Allen E. Gray; 
that a copy be spread upon our records; and that 
another be sent to CALIFORNIA AND WESTERN MEDICINE. 

Dr. Bernard Kaufman of San Francisco read a paper 
on Anginal Pain, which was illustrated with x-rays. 
The benefit of his personal experiences was brought 
into this lecture. A vote of thanks was extended to 
Doctor Kaufman by the society. Dr. Neal M. Loomis 
was voted a member on transfer from Marion, Indiana. 

F. W. Dinter, Secretary. 


CHANGES IN MEMBERSHIP 
New Members (57) 


Alameda County—Burton W. Adams, Nicholas J. 
Clecak, Frederick G. Novy, Richard A. Young. 

Butte County—W. B. Johnson. 

Fresno County—William H. McGehee, Bernard M. 
Sorauf, Lloyd B. James. 

Humboldt County.——Francis M. Bruner. 

Lassen-Plumas County——Fred Jay Davis, Jr. 

Los Angeles County— 
Harry E. Bicknell 
Edward W. Bodman 
H. L. Charles 
George K. Dazey 
M. A. Desmond 
Stephen B. Devin 
Dorrell G. Dickerson 
Alvin W. Folkenberg 
Henry F. Gallagher R. A. Steere 
Robert B. Haining Alfred D. Trotter 

Marin County.—Theodore C. Harper. 

Monterey County.—Gustav Eberhardt. 

Riverside County—Alexander H. Conrad, Curtis C. 
Hambo, Alfred M. Tunnell. 

Sacramento County—Viggo W. Pallesen. 

San Bernardino County.— Charles J. Clock, C. A. 
Love. 

San Diego County—H. W. Dickerson, Alice L. Kelly, 
Everett M. Stone. 

San Francisco County—Herman VY. Allington, A. A. 
Gilman, Edward M. Bixby, Charles A. Noble, Jr., Max 
H. Teitler, Thomas A. Wong. 

San Mateo County.— Harry E. Mason, Robert F. 
Montieth. 

Santa Barbara—Bard S. Berry, George H. Morris. 

Santa Clara County—Leslie B. Magoon. 

Siskiyou County—Edwin R. Cole, William H. Haines. 

Sonoma County——Carroll B. Andrews. 

Stanislaus County—Lillie A. Arnett. 

Ventura County—George L. Cody, William E. Mac- 


Coy. Transferred (12) 


Herman V. Allington, from San Francisco County 
to Alameda County. 

Milton B. Bransford, 
County to Solano County. 

Leonard J. Brunie, from Santa Barbara County to 
Los Angeles County. 

Yolanda S. Brunie, from Santa Barbara County to 
Los Angeles County. 

Ernest C. Foster, from Fresno County to Kings 
County. 

Thomas P. Gocher, from San Francisco County to 
Marin County. 

Ruth H. Hubbert, from Los Angeles County to San 
Luis Obispo County. 
Guy L. Kay, from Orange County to Shasta County. 


Irving L. Josephs 
Raymond W. Kelso 
James O. Lindsey 
Robert D. Mace 
Walter W. Manton 
Mark Mizener 

S. Gordon Ross 





from Yolo - Colusa - Glenn 
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Frank E. McCullough, from Sacramento County to 
Alameda County. 

J. Norman O’Neill, from San Diego County to Los 
Angeles County. 

John T. Perry, 
County. 

Ernest P. Wheeler, from Los Angeles County to 
Fresno County. 


from Fresno 


County to Kings 


Resigned (4) 


Charles T. Hayden, from San Francisco County. 
Alma Nemir, from San Francisco County. 

C. A. Queirolo, from Alameda County. 

Margaret Wythe, from Alameda County. 


du Memoriam 





Bacon, David N. Died February 12, 1934, age 72. 
Graduate of Chattanooga Medical College, 1892. Li- 
censed in California in 1900. Doctor Bacon was a 
member of the Kern County Medical Society, the 
California Medical Association, and a Fellow of the 
American Medical Association. 


+ 


Gray, Allen Earl. Died March 16, 1934, age 46. 
Graduate of Cooper Medical College, San Francisco, 
in 1911 and licensed in California the same year. 
Doctor Gray was a member of the Yolo-Colusa-Glenn 
County Medical Society, the California Medical As- 
sociation, and a Fellow of the American Medical 
Association. ik 


Klutho, John Cornelius. Died March 16, 1934, age 59. 
Graduate of Missouri Medical College, St. Louis, 1898. 
Licensed in California in 1914. Doctor Klutho was a 
member of the Los Angeles County Medical Associ- 
ation, the California Medical Association, and the 
American Medical Association. 


a 


McCarty, Isaac A. Died March 23, 1934, age 75. 
Graduate of St. Louis College of Physicians and Sur- 
geons, 1883. Licensed in California in 1889. Doctor 
McCarty was a member of the Los Angeles County 
Medical Association, the California Medical Associ- 


ation, and a Fellow of the American Medical As- 
sociation. 
OBITUARIES 
James T. Watkins 
1871-1934 


Dr. James T. Watkins, one of the leaders in ortho- 
pedic surgery on the Pacific Coast, died at his home 
in San Francisco on February 18, 1934. Doctor Wat- 
kins was graduated from the College of Physicians 
and Surgeons of Columbia University in New York 
City in 1894. Following a residency in the St. Francis 
Hospital in New York City, he studied orthopedic 
surgery with Lorenz in Vienna and with Langer in 
Munich. Upon his return to the United States he 
came to San Francisco, and in 1902 was appointed 
assistant orthopedic surgeon at the Children’s Hospi- 
tal. With this institution he was identified for the 
major part of his career. 

In January, 1907, Doctor Watkins was appointed 
health officer of San Francisco and later became city 
physician. His duties after the San Francisco Fire were 
particularly arduous, and through his efforts public 
health matters in the city were placed on a sound 
basis. Actively identified with the American Ortho- 
pedic Association, he was honored by its presidency 
in 1927, 

Doctor Watkins was well known to the profession 
of California and had an exceptionally large number 
of friends. Frequently he would go to great trouble 
to do something to please an acquaintance. His pres- 
ence at medical society meetings always served to 
enliven the proceedings. He was well versed in the 
classics and interested in all worthy cultural matters. 
A loyal member of the profession, Doctor Watkins 
served his community for many years with distinction 
and his place in the profession will be difficult to fill. 

C..D. Leaxe. 


STATE MEDICAL ASSOCIATIONS 387 


C.M. A. DEPARTMENT OF 
PUBLIC RELATIONS’ 





Socialized Medicine in Canada} 


Judging from some of the leading medical journals 
of the Canadian provinces, the Canadian medical pro- 
fession is confronted with the greatest crisis in its his- 
tory, arising from a definite movement, backed in part 
by the government of some of the provinces, for the 
socialization of medical service on a wholesale scale. 

How the Canadian medical profession has reacted 
to this impending revolutionary readjustment and what 
steps it has decided, or will decide, upon to meet the 
issue are of vital importance to the profession of this 
country, inasmuch as conditions and environments in 
Canada and the United States are in some respects 
similar. 

Some aspects of the Canadian situation were ana- 
lyzed by the editor of the Vancouver, B. C., Medical 
Association Bulletin in a recent issue of that publica- 
tion. His comments, published herewith in part, should 
serve as a reminder to the medical profession of this 
country that social and economic movements, whether 
they be right or wrong, recognize no geographic 
boundaries and that the serious problems which now 
confront our neighboring colleagues may easily be- 
come equally as serious issues in our Own environs in 
the not distant future. 

“The elections have come and gone, and the world 
is, we are assured, once more safe for democracy,” the 
Vancouver editor opines. 

“And now for King Charles’ head once more. What 
are we, as a profession, going to do next? The present 
government has put health insurance in its platform, 
and we do not doubt that it is intending shortly to 
take steps to bring in as large a measure of health 
insurance as it can find it wise or expedient to do at 
this time. What is our attitude to be at this juncture? 
Should we offer our help and constructive suggestions, 
or should we adopt the laissez faire attitude, and allow 
things to develop? 

“We feel strongly that we should adopt the former 
position and be ready with an offer of our services and 
experience. But among the other effects of the de- 
pression is a complete realignment of the factors that 
go to make up the problem of medical care. 

“When health insurance was first mooted, years ago, 
in British Columbia as in other parts of this conti- 
nent, social conditions were entirely different. The 
vast majority of people were working, and every per- 
son born into the world, at least every male person, 
was expected to be a working unit as soon as he 
reached a certain age. It had gone on so long that 
statistical tables were based on it as an axiom of the 
social order. It was supposed that our social system 
was stable and would remain so. Compensation funds, 
unemployment insurance tables, pension calculations, 
were based upon a supposed security and certainty of 
occupation. And health insurance, as a remedy for 
the undoubted evils of our present system of caring 
for the sick, was also based on the theory of contribu- 
tion by all workers to a fund. Due allowance would 
be made for seasonal unemployment, but that would 
be all. The actuary could calculate to a dime what the 
cost would be to the individual and to the state. 

“But now an entirely new picture presents itself. 
Of course, as part of this there is a vast increase in 
unemployment, but this is not necessarily permanent, 
though at the moment it seems to be heading in that 
direction. But that is not the whole of the story. The 
past few years have shown us that our social struc- 
ture is not so stable nor so sound as we had thought. 
Unemployment is not only seasonal, nor due to the 
laziness of the worker. It is due to other conditions 
of technology, of world trade and tariffs, of inter- 


* An open forum for progress notes on the department’s 
activities and for brief discussions on medical economics. 
Correspondence and suggestions invited. Address Walter 
M. Dickie, Room 2039, Four Fifty Sutter Street, San Fran- 
cisco. This column is conducted by the Director of the 
Department. 

+; Reprinted from the Ohio State Medical Journal, Janu- 
ary, 1934 
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national relations that have not till recently been 
clearly seen and have not yet been grappled with, but 
we may be sure of one thing, that unless these prob- 
lems are faced and solved in the very near future, it 
is going to go very hard with our civilization and 
with us. 

“So that the question again arises in our mind, ‘Is 
health insurance an adequate solution?’ or must we 
dig deeper? Is it not possible that we shall have to 
go more to the root of the matter and try to think out 
a scheme which will be more suited to any rearrange- 
ment of the elements in our social compound? 

“We think so, and we think, too, that we should, 
in honesty and fairness, dig deeper into our own prob- 
lem of the practice of medicine as a whole. We must 
clean house. We must remove certain of the barnacles 
which have grown on the good ship’s keel. We cannot 
altogether justify or seek to perpetuate some of the 
present-day conditions of medical practice. We know, 
let us be honest about it, that there are many things 
today which make it difficult for us to be always per- 
fectly honest with our public.” 


THE WOMAN'S AUXILIARY TO 
THE CALIFORNIA MEDICAL 
ASSOCIATION * 


Component County Auxiliaries 


Alameda County.— The March 16 meeting of the 
Woman's Auxiliary of the Alameda County Medical 
Association was held at the Women’s Athletic Club. 
Mrs. James Eaves was luncheon hostess, and was as- 
sisted by Mrs. A. W. Henry and her committee. Mrs. 
C. W. Bice was in charge of reservations for the day. 

After luncheon there was a business meeting fol- 
lowed by a round-table discussion, of which Mrs. 
Harold Trimble is chairman. The subjects were: Our 
Relation to the Community Chest; Our Relation to the 
County Hospital—How It Functions and What It Does; 
Our Relation to the Children’s Hospital; and Our Re- 
lation to the Tuberculosis Association. Mrs. leonard 
Zarnard reported the successful co6peration of the 
Auxiliary in the Community Chest drive. 

Miss Mildred Baldwin gave several delightful vocal 
selections, and was accompanied by Mrs. Grace Eber- 
hart on the piano, after which our speaker of the day, 
Mrs. William Palmer Lucas, was introduced. Her talk 
on Our Responsibility as Citizens in the Changing Eco- 
nomic Order was entertaining as well as instructive. 

7 7 7 


Los Angeles County—In the Los Angeles County 
Auxiliary, the month of March was well sprinkled by 
committee teas, where plans and the coffee-kettle sim- 
mered happily together. These have proved a pleasant 
way of uniting work and the amenities, airing ideas, 
dividing tasks to be done and sharing joys of the goals 
won. Mrs. William A. Swim, as membership chair- 
man, is director of our largest committee, heading a 
group of co-workers whose fine efforts have brought 
our roster to well over three hundred. 

On March 12, Mrs. Mark Albert Glaser, the Hygeia 
chairman, was hostess at a campaign tea for her com- 
mittee. In a discussion on the best means of pro- 
moting Hygeia, it was agreed that each member there 
would try to secure five subscriptions at the bargain 
rate of a $1.25 each. This price was made possible by 
the Auxiliary forfeiting the regular commission. Fifty 
per cent of the quota of subscriptions was soon paid 
and more are coming in constantly. As guest speaker, 


* As county auxiliaries to the Woman's Auxiliary to the 
California Medical Association are formed, the names of 
their officers should be forwarded to Mrs. Thomas J. 
Clark, chairman of the Publicity and Publications Com- 
mittee, 40 Ross Circle, Oakland. Brief reports of county 
auxiliary meetings will be welcomed by Mrs. Clark and 
must be sent to her before publication takes place in this 
column. For lists of state and county officers, see adver- 
tising page 6. The Council of the California Medical As- 
sociation has instructed the editor to allocate one page in 
every issue for Woman's Auxiliary notes. 
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Dr. Margaret Farr-Hara keenly interested all there 
with her talk on her recent trip to the penal institu- 
tions of Mexico on the Tres Marias Islands. 

Mrs. John J. Barrow, president of the Los Ange- 
les Auxiliary, arranged for the regular meeting on 
March 27 a most interesting tour through the new 
Los Angeles County Hospital, one of the finest insti- 
tutions of its kind, recently completed at a cost of 
some $13,000,000. Superintendent Martin welcomed 
the Auxiliary members in the auditorium, where Mr. 
Ben Read, secretary of the Public Health League, in 
his address on current medical legislation brought out 
clearly the pressing need of alertness and intelligent 
action on the part of the profession. Under the kind 
guidance of Mr. Gustav Olson, assistant superintend- 
ent, typical units on several of the twenty floors were 
visited, as well as the surgery, the library, record 
rooms, and the vast and immaculate kitchens. At four 
o’clock, tea was served, with the chef and chiefs of 
commissary assisting hospitably at the refreshing rites, 
which brought to a close an exceptionally worthwhile 
day. Mrs. Evmer Bett, Corresponding Secretary. 
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Orange County.— The Woman’s Auxiliary to the 
Orange County Medical Association held its regular 
meeting at the home of Mrs. Harry Zaiser at the 
Orange County Hospital, with Mesdames F. L. Chap- 
line, E. M. Beasley, and W. S. Wallace as assisting 
hostesses. 

Mrs, Ray Green, chairman of the Committee on 
Public Relations, reviewed a report from the County 
Medical Association of the findings of the Economic 
and Public Relations Committees, stating the results 
of their study of plans presented by various insurance 
companies to establish their systems of health insur- 
ance in Orange County. Up to date the Association 
has not felt justified in sanctioning any of the plans 
presented. 

Mrs. D. R. Ball, program chairman, introduced Miss 
Julia Salisbury, instructor of the Nurses’ Training 
School at the Orange County Hospital. She directed 
a program presented by a group of student nurses, 
who told in detail of their course of study as they pro- 
gressed through the two years of the training school. 
Miss Coralie Derr first told of the high qualifications 
necessary for entrance to the training school. Three 
young women followed, appearing in the uniforms of 
their respective ranks, and told of what was expected 
of the students of each class. 

On adjourning, the members enjoyed, as usual, the 
friendly tea hour about a tea table. 


7 7 r 


Riverside County—An opportunity to observe the 
benefits to be derived by crippled children from the 
Community Hospital orthonedic pool was given doc- 
tors’ wives at the last meeting of the Auxiliary of the 
Riverside County Medical Society. 

Doctor Barnard, of the Los Angeles Orthopedic 
Hospital, was present for the meeting and stressed 
the benefit to be derived from such treatment, not only 
from the viewpoint of the crippled child, but from the 
public standpoint, in assisting children to overcome 
their weaknesses and become self-supporting citizens 
instead of helpless cripples and wards of their com- 
munities, 

Miss Melba Wilson, who teaches these children 
their school work in their own homes, also spoke of 
the need for an orthopedic school. She stated that if 
there were facilities at the hospital the children would 
be able to have more of the teacher’s time and instruc- 
tion, and they would be encouraged by seeing other 
children strive to overcome their handicaps. 
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Sacramento County.— The regular meeting of the 
Woman’s Auxiliary to the Sacramento Society for 
Medical Improvement was held Tuesday evening, 
March 20, at the home of Mrs. G. Parker Dillon, Mrs. 
Howard Hall presiding. Mrs. Krull reported that over 
250 books were in use at the County Hospital. 

Mrs. Hendersen, state president, could not be pres- 
ent, so she asked Mrs. Scatena to speak for her about 
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the coming state society convention. Mrs. Hendersen 
was commended for her efforts in bringing about the 
“health program” of lectures over the radio which has 
been started in Sacramento, under the adult education 
work, and through which teachers will be given em- 
ployment. 

It was voted to accept Mrs. Recker’s invitation for 
the April meeting to be held in Placerville, with the 
Placerville members as hostesses. 

After the business meeting the guests 
bridge, which was followed by refreshments. 

Mrs. FRANK P. BRENDEL, 
Corresponding Secretary. 


enjoyed 
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San Diego County.—At the January meeting of the 
Woman’s Auxiliary to the San Diego County Medical 
Society, plans were made for a benefit musical tea 
which will take the place of the regular meeting in 
April. The proceeds of this affair will go to the 
Crippled Children’s Fund. 

Dr. Anita Muhl, prominent local psychiatrist, spoke 
to the auxiliary on Mental Hygiene. 

ELIZABETH EAGER, Secretary. 


? ¥ ¢ 


San Joaquin County—The Woman’s Auxiliary to the 
San Joaquin County Medical Society held its March 
meeting at the home of Mrs. S. F. Priestly, Stockton. 

Dr. J. H. Toner, director of the Department of In- 
stitutions, read a paper on What the State Is Doing for 
Its Misfits. He described a mental hospital as a colony 
of individuals who are unable to make a normal ad- 
justment to their social environment, and the aim of 
those in charge to create a social life within the walls 
of the institution corresponding as closely as possible 
to the external world. He stated that 45 per cent were 
discharged or returned to their families; of these, 
only a small percentage were in the hospital more 
than a year. He emphasized the importance for early 
recognition of mental disorders and early treatment; 
also that a successful state program is dependent upon 
an adequately informed public along mental hygiene 
lines, and urged the members to visit the state insti- 
tutions and know what is being done for the welfare 
of the patients. He paid a fine tribute to Doctor 
Smyth, medical director and superintendent of the 
Stockton State Hospital, the only woman holding such 
a position in America, 

Etta B. ConzeLtMann, R.N., Secretary. 
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COMPONENT COUNTY MEDICAL 
SOCIETIES 
WASHOE COUNTY 


The regular meeting of the Washoe County Medical 
Society was held in the State Building on the night 
of April 10, H. A. Paradis, president, presiding. 

After discussing various matters of business pertain- 
ing to the society, the papers for the evening were 
presented for discussion. The first paper, General Con- 
sideration in Fracture Cases, by Dr. Donald Maclean 
of Reno, was followed by an extempore discussion on 
Consideration of Fractures of the Hip Joint by Dr. 
Horace J. Brown of Reno. 

Doctor Maclean said in part: “In the past thirty 
years a widespread mechanization has taken place in 
this country, not only in industrial communities, but 
an intimate feature in the daily affairs of most people. 
This machine age has vastly increased the risk of in- 
jury in the pursuit of our daily life. This increase of 
injury, common to both industry and civil life, has 
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developed a special line of traumatic surgery to meet 
the requirements. Today, in the United States, it is 
estimated that there are from 500,000 to 1,000,000 frac- 
tures occurring annually. The type of fractures, in- 
stead of being of the usual simple variety, have be- 
come more complex in their nature. This social and 
industrial condition makes the treatment of fractures 
today an outstanding surgical problem. Before the 
days of the x-ray the treatment of fracture was a 
simple matter. The fracture was pushed and pulled 
and pried into position and held by a retaining splint; 
the simpler the treatment the better. In the case of 
femurs and other long bones some attempt at ex- 
tension was made. The strange fact was non-union 
seldom occurred and the functional result obtained 
was usually good. Today non-union is of common 
occurrence and in the end-result of function is rarely 
perfect.” 

Doctor Maclean said that fifty years ago the theory 
prevailed that non-union was due to the severity of 
the original injury, and this statement is probably 
correct. Within the last generation the treatment of 
fractures by metal plates has become prominent as 
well as new methods of obtaining extension by the 
use of pins and Balkan frames with the pulleys and 
weights. In the treatment of all fractures the essential 
element which the surgeon must possess is a definite 
knowledge of the anatomy and the physiology of the 
affected parts. Extension and reduction should be 
made manually wherever possible and the sense of 
touch of the surgeon should determine the longitudinal 
and lateral position of the corrected parts. The gen- 
eral treatment of fractures consists first in the accu- 
rate diagnosis of the parts involved. 

(In this day of legal entanglements the surgeon 
must protect himself, always resorting to x-ray and 
in many cases also to consultation to back up his 
treatment. With shyster lawyers whose solemn looks 
and spurious sympathy in behalf of the client can dam- 
age a surgeon’s reputation beyond repair if not upheld 
by supporting counsel of his confréres.) 

Accurately taken and properly read x-ray pictures 
and proper reduction and proper retention are the 
essential treatments of the fracture based upon the 
anatomic knowledge of the parts involved. In nearly 
all cases a general anesthesia is necessary. (A patient 
who refuses to submit to anesthesia as an aid in re- 
duction should immediately be told by the surgeon to 
seek another doctor, thereby avoiding any legal com- 
plication which might ensue if a proper function is not 
obtained.) 

In conclusion Doctor Maclean said that no com- 
pound fracture should ever be operated upon until all 
chance of infection had subsided. Better a deformed 
bone than a low-grade osteomyelitis entailing suffer- 
ing and disability with a final possibility of a greater 
deformity than would have occurred if the parts had 
been allowed to heal of their own accord. 


In the discussion of Doctor Brown’s talk of hip- 
joint fractures, Dr. J. L. Robinson brought out the 
historical fact that Dr. Maxwell of Keokuk, Iowa, was 
the originator of the cardinal principle of abduction 
of the thigh and flexion of the leg at the knee joint. 
This position usually reduced the fracture as nearly as 
it could be reduced by putting the leg in a position of 
anatomic and physiologic rest. 

This concluded the business of the meeting. A good 
attendance was present. 


Tuomas W. Batu, Secretary. 


Let the old, gripped by baseless and adamantine 
food prejudices, continue in their dietary abominations. 
Many of their organs are already marked for the grave 
and, at most, their efforts to think result only in a 
rearrangement of their prejudices. But do spare our 
children from such prejudices, to the end that they 
may grow up sounder of mind and limb and, therefore, 
more able to carry on the burdens that we will surely 
hand to them. And who knows but what dietary 
intelligence among the children may in some small 
way seep through to their parents. — George H. 
Bigelow, M.D. 
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NEWS 


Coming Meetings 

American Association for the Study of Goiter, Cleve- 
land, June 7 to 9, 1934. J. D. Yung, M. D., Secretary, 
670 Cherry Street, Terre Haute, Indiana. 


American Medical Association, Cleveland, Ohio, June 
11 to 15, 1934. Olin West, M. D., Secretary, 535 North 
Dearborn Street, Chicago, Illinois. 


Medical Broadcasts* 


American Medical Association Health Talks—The 
American Medical Association broadcasts on a coast 
to coast network each Monday afternoon from 4 to 
4:15 central standard time (5 o’clock eastern standard 
time, 3 o’clock mountain standard time, and 2 o’clock 
Pacific standard time). 

The Association broadcasts on a western network 
of the Columbia Broadcasting System each Thursday 
afternoon on the Educational Forum from 4:30 to 4:45 
central standard time. 
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San Francisco County Medical Society—The San Fran- 
cisco County Medical Society broadcast program for 
the month of May is as follows: 

Tuesday, May 1—KJBS, 11:15 a.m., and KFRC, 1:15 
p.m, Subject: Unseen Enemies of Children’s 
Health. 

Tuesday, May 8—KJBS, 11:15 a.m., and KFRC, 1:15 
p.m. Subject: Mental Hygiene in Home and 
School. 

Tuesday, May 15—KJBS, 11:15 a.m., and KFRC, 1:15 
p.m. Subject: Teaching Children to Like Whole- 
some Foods. 

Tuesday, May 22—KJBS, 11:15 a.m., and KFRC, 1:15 
p.m. Subject: The Nervous Child. - 

Tuesday, May 29—KJBS, 11:15 a.m., and KFRC, 1:15 
p.m. Subject: The Heart of the Adolescent. 
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Los Angeles County Medical Association—The radio 
broadcast program for the Los Angeles County Medi- 
cal Association for the month of May is as follows: 
a May 1—KECA, 11:15 a.m. Subject: Health 

Talk. 

Thursday, May 3—KFAC, 9:15 a.m. 
Doctor and You. 

Saturday, May 5—KFI, 9:15 a.m. 
Talk. 

Tuesday, May 8—KECA, 11:15 a.m. Subject: Health 

Talk, 

Thursday, May 10—KFAC, 9:15 a.m. 
Doctor and You. 

Saturday, May 12—KFI, 9:15 a.m. 
Talk. 

Tuesday, May 15—KECA, 11:15 a.m. Subject: Health 
Talk. 

Thursday, May 17—KFAC, 
Doctor and You. 

Saturday, May 19—KFI, 9:15 a.m. 
Talk. 

Tuesday, May 22—KECA, 11:15 a.m. Subject: Health 
Talk. 

Thursday, May 24—KFAC, 9:15 a.m. 

Doctor and You. 

*County societies giving medical broadcasts are re- 
quested to send information as soon as arranged (giving 
station, day, date and hour, and subject) to CALIFORNIA 
AND WESTERN MEDICINE, 450 Sutter Street, San Francisco, 
for inclusion in this column. 
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Subject: Your 
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Subject: Your 
Subject: Health 
9:15 a.m. Subject: Your 
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Saturday, May 26—KFI, 9:15 a.m. 
Talk. 

Tuesday, May 29—KECA, 11:15 a.m. Subject: Health 
Talk. 

Thursday, May 31—KFAC, 9:15 a.m. Subject: Your 
Doctor and You. 


Subject: Health 


American Association for the Study of Goiter.— 
With headquarters at Wade Park Manor, in Cleve- 
land, Ohio, on June 7, 8, and 9, 1934, a four-day pro- 
gram will be presented. Members of the profession 
who are interested in this subject are invited to attend. 


American Medical Golfers—The American Medical 
Golfing Association will hold its twentieth annual 
tournament at the Mayfield Country Club in Cleveland 
on Monday, June 11, 1934. All male Fellows of the 
American Medical Association are eligible and cor- 
dially invited to become members of the American 
Medical Golfing Association. The executive secretary 
is Bill Burns, 4421 Woodward Avenue, Detroit. 


Some Important State Election Dates: 

March 21— Registration books open for primary 
election. 

May 31—F¥irst day upon which candidates for office 
may file their nominations. 

June 23—Last day upon which candidates for office 
may file their nominations. 

July 17—Last day for filing initiative petitions. One 
hundred and eleven thousand valid signatures are re- 
quired to place an initiative measure upon the ballot. 

July 18—Last day for registration for the primary 
election. 

August 28—Primary election. 

September 27—Last day of registration for the gen- 
eral election. 

November 6—General election. 

Query—Are you registered? 


Ninth Conference of the International Union Against 
Tuberculosis.— The ninth conference of the Inter- 
national Union Against Tuberculosis will meet in 
Warsaw, Poland, on September 4, 5, and 6, 1934, under 
the chairmanship of Professor Pieztrzynski. Reports 
will be made on three subjects as follows: “Biological 
Variations of the Tubercle Virus” by Professor Kar- 
wacki of Poland; “Tuberculosis of the Bones and 
Joints” by Professor Putti of Italy; and “The Use and 
Organization of Tuberculosis Dispensaries” by Pro- 
fessor Leon Bernard of France. The representatives of 
the United States who will take part in the discussions 
are: Dr. Esmond R. Long of the Phipps Institute, 
Philadelphia; Dr. Clarence L. Hyde of the Springfield 
Lake Sanatorium, East Akron, Ohio; and Dr. B. S. 
Pollak of the Hudson County Tuberculosis Sana- 
torium, Secaucus, New Jersey. There will also be an 
afternoon lecture by John A. Kingsbury of the Mil- 
bank Memorial Fund, New York, on “Methods in 
Further Control of Tuberculosis.” Delegates are ex- 
pected from the forty-three countries represented in 
the Union. An attractive program of receptions and 
excursions has been arranged and visits will be made 
to the chief antituberculosis institutions of Poland. 

A special party is being arranged from the United 
States, and for those who can leave in advance a trip 
to Russia is scheduled that will permit delegates to 
arrive in Warsaw in time for the meeting. Further 
information may be obtained by addressing the Na- 
tional Tuberculosis Association, 50 West Fiftieth 
Street, New York. 
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Sight-Saving Classes. — Four universities will offer 
courses: for the training of teachers and supervisors 
of sight-saving classes this summer (1934), it is an- 
nounced by Mrs. Winifred Hathaway, associate di- 
rector of the National Society for the Prevention of 
Blindness. The courses will be given at: 

State Teachers College, Buffalo, New York. 

University of Chicago, Chicago, Illinois. 

University of Cincinnati, Cincinnati, Ohio. 
— College, Columbia University, New York 

ity. 


Injuries to CWA Workers.—From the number of 
inquiries the California Industrial Accident Commis- 
sion has daily with reference to CWA workers, it is 
apparent that the public does not understand that 
CWA workers are treated as employees of the Fed- 
eral Government and when injured are entitled to 
benefits under the federal laws as distinguished from 
the State Compensation Insurance Act. The Indus- 
trial Accident Commission of the State of California 
has no jurisdiction over injuries sustained by CWA 
workers. It has been held that injuries occurring to 
CWA workers come under the jurisdiction of the Fed- 
eral Compensation Commission, and all injury claims 
arising to CWA workers should be referred to CWA 
Injury Department, 450 Mission Street, San Francisco. 


The Samuel D. Gross Prize.—The Philadelphia 
Academy of Surgery announces that the $1500 prize is 
again offered. Essays will be received in competition 
for the prize until January 1, 1935. 

The conditions annexed by the testator are that the 
prize “shall be awarded every five years to the writer 
of the best original essay, not exceeding 150 pages, 
octavo, in length, illustrative of some subject in surgi- 
cal pathology or surgical practice founded upon origi- 
nal investigations, the candidates for the prize to be 
American citizens.” 

The essays, which must be written by a single 
author in the English language, should be sent to the 
“Trustees of the Samuel D. Gross Prize of the Phila- 
delphia Academy of Surgery, care of the College of 
Physicians, 19 South Twenty-second Street, Philadel- 
phia,” on or before January 1, 1935. 

Each essay must be typewritten, distinguished by a 
motto, and accompanied by a sealed envelope bearing 
the same motto, containing the name and address of 
the writer. No envelope will be opened except that 
which accompanies the successful essay. 

The committee will return the unsuccessful essays 
if reclaimed by their respective writers, or their agents, 
within one year. 


A Postgraduate School of Surgery for California.— 
The long-felt need for a postgraduate school of sur- 
gery has been met by the San Francisco Polyclinic 
and Postgraduate College. Starting some time ago 
with a small number of students, it has now reached 
an enrollment of forty, making it one of the largest 
courses of the kind in the United States. 


The work consists of the fundamental subjects of 
surgical anatomy, pathology, diagnosis, operative tech- 
nique, etc. This is supplemented by demonstrations 
on the living by the members of the Polyclinic staff 
together with a few surgical teachers of recognized 
ability, including Drs. Emmet Rixford and Sterling 
Bunnell. 


Among the Polyclinic surgical staff are the follow- 
ing: Doctors H. A. L. Ryfkogel, George W. Hartman, 
George Herzog, Millard R. Ottinger, Karl L. Schaupp, 
sora E. Stevens, Hans von Geldern, and A. J. 
Zobel. 


The continuous course runs for two terms of four 
months each every year, while the summer course is 
given for three weeks in June. Membership is limited 
to graduates of schools approved by the State Board 
of Medical Examiners. The director of the course is 
Dr. A. J. Remmel of San Francisco. 
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Training Course for Health Officers.—The Univer- 
sity of California at Berkeley, in codperation with the 
Metropolitan Life Insurance Company, is prepared 
to offer a training course for health officers commenc- 
ing next May 14. A distinguished faculty has been 
assembled, and excellent biometric and bacteriologic 
laboratory facilities are available, as well as access to 
well organized urban and rural health departments 
where practical field observation and training can be 
had. The course will be practical in every sense of the 
work. 


Guiding the Adolescent.—The Children’s Bureau of 
the United States Department of Labor has issued a 
new bureau publication (No. 225) entitled “Guiding 
the Adolescent,” by D. A. Thom, M.D., Director of 
the Division of Mental Hygiene in the Massachusetts 
Department of Mental Diseases and Director of the 
Boston Habit Clinics. This publication is of great 
value to parents of adolescents and to public health 
nurses who are employed in school nursing among 
students of high school age. Parents will find Doctor 
Thom’s recommendations particularly helpful. 


Hard Times and Birth Rates.——According to the 
Milbank Memorial Fund, wage-earning families who 
suffered serious loss of income on account of the de- 
pression had 39 per cent more babies in the period 
1929-1932 than their neighbors whose incomes were 
not reduced following 1929. At the same time there 
was 50 per cent more illness in families whose incomes 
dropped most sharply than in families who were not 
seriously affected by the depression. 

These findings were based on a house-to-house can- 
vass of eight thousand families in eight typical cities, 
just completed by the Milbank Memorial Fund in 
cooperation with the United States Public Health 
Service. 


Rattlesnake Bites—The weekly bulletin of the Cali- 
fornia Department of Public Health recently printed 
the following concerning rattlesnake bites: 


To Prevent Snakebite 

Wear high boots, high shoes or heavy leggings 
when walking through snake-infested territory. 

Exercise care in reaching for an object or picking 
up an object from the ground, and in climbing rocks 
be sure that the hands are not placed in the vicinity 
of a snake. 
What Not to Do 

Do not run or get overheated. 


Do not take any alcoholic stimulants, because circu- 
lation increased by alcohol, or by exercise, serves to 
distribute the poison through the body much more 
rapidly. 

Do not injure the tissues by injecting permanganate 
of potash, which is now known to be of no value as 
an antidote. 


Do not cauterize the site of the bite with strong 
acids or caustics. 

Do not depend upon “home remedies” or “snake- 
bite cures,” for they are absolutely of no value. 


What to Do 


Carry a clean, sharp knife or razor blade when in 
snake-infested territory. 
After making proper incisions at the site of the 


wound, apply suction and continue for at least half 
an hour. 


Apply a tourniquet above the site of the wound, 
releasing same every ten or fifteen minutes for about 
a minute at a time. 

If the proper antivenom serum is available, apply 
it according to directions, but most important of all 
is to remove as much of the poison as is possible so 
as to prevent its absorption. 

Secure the services of a physician at the earliest 
possible moment. 
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TWENTY-FIVE YEARS AGO* 


EXCERPTS FROM OUR STATE MEDICAL 
JOURNAL 


Vol. VII, No. 12, May, 1909 


From some editorial notes: 


San Jose Meeting—‘The San Jose meeting of the 
State Society, now a thing of the past, was a distinct 
success,” The president, Doctor Beckett, enforced 
the rule limiting authors and speakers to ten and five 
minutes, respectively, and once more it was demon- 
strated to be a very wise rule. The newly elected 
president, Dr. James H. Parkinson of Sacramento, is 
known to most of our members and will undoubtedly 
guide the society with a sure and a wise head during 
the coming year. The next meeting will be held at 
Sacramento, the third week in April, 1910. 


7 7 7 


Why These Assaults?—In the last legislature were 
introduced a number of bills affecting the status of 
those who desire to treat the sick. The naturopaths 
wanted a law creating a board of examiners in natu- 
ropathy; the chiropractics wanted a similar board for 
their peculiar cult, whatever it may be; there were 
two bills creating entirely new and original laws to 
regulate the practice of medicine and of osteopathy, 
and two more which at the beginning of things merely 
amended the present law and created reciprocity. . . 


4 4 4 


Case in Point—The legislature amended the present 
law and compelled the board to endorse certificates 
from the “Board of Naturopathic Examiners” which 
had been issued prior to the passage of the amend- 
ment. Here is the case of a man who was gradu- 
ated from some medical school, tried to pass the ex- 
amination and obtain a license to practice medicine 
and failed. He joins the naturopaths, possibly after a 
few weeks’ reading, and is subsequently licensed, by 
the manner described, to practice that cult. He comes 
into court, shows that he has a degree of M.D. (the 
court knows not one school from another) and says 
that he is being “persecuted” because he is a better 
man than the regular society physicians! ... 


7 7 7 








Another Reason.— Another reason for the attacks 
upon medical standards—and “medical standards” 
might be written safeguards against ignorance and 
quackery—is one that brings to our own threshold a cer- 
tain amount of shame; the complete lack of confidence 
in our profession caused by the eternal differences and 
squabbles among medical men themselves. 


7? y 7 





Notable Banquet—On March 31 a most remarkable 
thing occurred; the citizens of San Francisco tendered 
a banquet to a physician and presented him with a 
magnificent watch. A year and a half ago the same 
citizens were ready to mob anyone who suggested 
that there was any necessity for calling upon Doctor 
Blue or anyone else to fight plague, for the reason 
that, in their almighty opinion, no plague existed in 
San Francisco. But all things change; and so did the 
opinion of these distinguished citizens—including the 
mayor, ... 





From an article on “Report of President to the House 
of Delegates” by W. W. Beckett, M.D. 
It should be the object of this Association to 
promote concord and fraternity, unity and strength, 
the advancement of our knowledge, the protection of 


* This column strives to mirror the work and aims of 
colleagues who bore the brunt of society work some 
twenty-five years ago. It is hoped that such presentation 
will be of interest to both old and new members. 
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BOARD OF MEDICAL EX AMINERS 


OF THE STATE OF CALIFORNIA* 


By Cuarvies B. Pinkuam, M.D. 
Secretary-Treasurer 


Results of Board of Medical Examiners’ Examina- 
tion, Los Angeles, February 27 to March 1, 1934.— 
The examination covered nine subjects and included 
ninety questions for physician and surgeon applicants. 
An average of 75 per cent is required to pass. Sixty- 
four graduates of medical schools wrote the examina- 
tion, including several from foreign countries. 

The highest mark (91 5/9 per cent) was made by 
James Willis Callaway, Tomahawk, Wisconsin, a 
graduate of Northwestern University Medical School, 
Chicago, Illinois, December 27, 1932. 

Fifty-six applicants passed, and eight failed. 

The following institutions were represented: 


PASSED 
Year of Per 
College Graduation Cent 
College of Medical Evangelists 1933 86 5/9, 84 6/9 


84 3/9, 86 8/9, 84, 88 3/9 
Columbia University of Physicians and 


Surgeons ............. . 1933 89 4/9 
Cornell Scuielanscecaes one A 930 88 6/9 
Creighton --.- 193% 78 4/9, 86 4/9 
Friedrich Wilhelm University of Be rlin, 

Germany ..... 1924 73 6/9 

8 per cent ye: ir’s ‘prac tice equals 81 6/9 
George Washington University . 1930 86 5/9 
1933 86 1/9, 87 7/9 
Indiana University : sivesawasenssieace ee 82 
Jefferson = = See 90 2/9 


Marquette mr 1933 87 1/9 
McGill Unive orsity Fac ulty of Medicine, 
SID, cccccsessccssess 7 sense ADDO 82 
1933 85, 88 
Medical College of the State of South 


Carenima .......... EN, 1933 86 8/9 
aaa covseusl ees 85 3/9 

Northwestern .......... ’ 2 1932 91 5/9, 86 8/9 
1933 88 4/9 


Ohio University : sanswasasaanle 1933 
SII ssernbdsihiegnas sa 1933 
Silesian Friedrich Wilhelm University 

of Breslau, Germany 


87 1/9 
84 2/9, 88 5/9 


1926 7763/9 


Temple University . Sem. age 
University of Arkansas 1933 84 1/9 
University of Berlin, Germany covcnsoe OD 82 4/9 


University of California 1932 87 4/9 
86 4/9 
86 2/9 
82 8/9 









University of Cincinnati 
University of Colorado 
University of Illinois 









eas 

















































University of Iowa 
University of Kansas 
University of Michigan 
University of Minnesota 
University of Nebraska 
University of Oregon 


933 845/9, 83 5/9 
90 1/9, 85 1/9, 89 5/9, 85 4/9 


University of Toronta, Canada ................ 1906 = 80 1/9 






University of Wisconsin ii, a 85 1/9 
Washington University w-----1933 = 88: 7/9, 87 5/9 
85 8/9 
FAILED 
Year of Per 
College Graduation Cent 
American Medical Missionary College....1902 63 
Hahnemann Medical College of Phila- 
delphia ...... anand ; 1902 57 2/9 
Loyola 7 ae ~....1915 65 3/9 
University of Frankfort, meee ----1926 52 8/9 
University of Frankfurt on Main, Ger- 
many «08 987 69 4/9 
University ‘of Illinois 1931 71 5/9 
University of St. Thomas Faculty of 
Medicine and Surgery, Manila, P. I...1924 68 5/9 
University of Strasbourg, Germany 1900 57 7/9 








4 4 4 





LICENTIATES 
Hermann Abraham, Los Angeles 

Germany. 

Thomas Edward Albers, San Francisco, Creighton Uni- 
versity School of Medicine, Nebraska. 

William Keller Beare, San Francisco, Washington Uni- 
versity School of Medicine, Missouri. 

* The office addresses of the California State Board of 
Medical Examiners are printed in the roster on advertis- 
ing page 6. 
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, University of Berlin, 









































